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CONSUMPTION AND DISEASES OF THE CHEST. 


It is usually a simple matter to decide whether a 
patient has been infected with tuberculosis, but it is 
often extremely difficult to determine whether or not 
the lesion is active. Yet on this depends the need for 
treatment. 

The problem commonly comes before the practical 
physician in one of two ways. In the first he is asked 
for an opinion as to whether a certain series of symp- 
toms, such as lassitude, wasting, cough, in a patient 
previously healthy, is due to active tuberculosis. In 
the second he is asked whether a patient who 
admittedly has had pulmonary tuberculosis still has 
active disease requiring further treatment or whether 
it has become arrested. 

Before discussing these questions it seems to me 
wise to consider briefly the current views on infectivity 
and immunity. On this subject there is a wide 
difference of opinion, and consequently there are 
different views not only as to the nature of treatment 
but also as to what type of patient requires any 
treatment at all, either for prevention or cure. 


Infection and Immunity. 

Tuberculin may be of little value but it has at least 
brought out the fact that a large proportion of human 
beings is infected with tuberculosis. Yet only a few 
develop clinical tuberculosis. Since so many are 
infected and so few affected it follows that the majority 
of people keep well without any treatment at all. 
To submit anyone to a long*course of unnecessary 
treatment is not only useless but may do untold 
harm. Many a healthy person has been frightened 
into invalidism by the threat of tuberculosis. Instead 
of following a normal career, the patient gives up 
business and devotes his life to health. He develops 
fads about food and clothing, cannot live in this or 
that climate, must winter out of England, is in a 
constant state of anxiety about his health, and is never 
really happy. Bad as this is for an adult, it may be 
much worse for a child if taken away from school and 
companions of a like age at the most impressionable 
time of life. On the other hand, an active tuberculous 
lesion is very amenable to treatment in the early stages, 
butif neglected quickly gets out of contro]. It is, there- 
fore, of the utmost importance to distinguish between 
the tuberculous and those who are out of sorts through 
some other cause. These latter require treatment, 
but it is usually a matter of adjusting the mode of 
life, or in the case of children of arranging diet. 
Doubtful cases should be watched at frequent 
intervals, but only after the fullest consideration 
should a patient be diagnosed as tuberculous and 
sent away for a long course of treatment. It must 
be remembered that if tuberculosis is lurking in the 
body, a prolonged sea voyage or holiday will not 
necessarily prevent the development of clinical 
pulmonary disease, and in many cases the patient 
5595 
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would be better carrying on his usual occupation 
under medical supervision. Work is healthy, holidays 
sometimes are not. 

Now in the prevention or treatment of early 
disease much depends on the view taken of immunity 
conferred by infection. If we believe that a small 
infection or series of infections protects the individual 


' effectively, then the correct procedure is to treat those 


who fail to react to tuberculin either by exposing 
them to infection or inoculating them with tuberculin 
or an emulsion of attenuated tubercle bacilli. Some 
have actually protested against the pasteurisation of 
milk on the grounds that by repeated small infections 
through the milk the child gradually acquires 
immunity. The opposite view is that clinical disease 
cannot occur without infection, and the essence of 
prevention should be to abolish or dilute as far as 
possible all sources of infection, so that there may be as 
little chance as possible for infection or reinfection. 
According to the first view it is those who fail to 
react to tuberculin who are in danger; they are the 


unvaccinated. According to the second view the 
reactors are not effectively protected and are in 


danger from activation of their own lesions as well as 
of a chance reinfection. These views should be care- 
fully examined, since they vitally affect the policy of 
the campaign against tuberculosis, as well as our 
opinion of the indications for treatment in an individual 
case. 

RESISTANCE OF THE INFECTED, 

Now, if one takes a broad view, tuberculosis of the 
infant is quite different in type from that of the adult 
in most civilised communities. Amongst certain 
primitive races, or those who have not been brought 
into contact with tuberculosis, the adult does not 
acquire resistance, and if infected develops the infantile 
type of the disease—that is, an acute generalised 
tuberculosis which proves fatal in a few months or 
even weeks. A race may be completely free from 
tuberculosis until the white man comes and introduces 
it; then follows an acute form which may decimate 
the population. In their native state monkeys are 
free from tuberculosis, but in captivity it is a common 
cause of death. One diseased monkey will infect 
others in the same cage and the type of disease is that 
found in infants, acute and rapidly fatal. Experiment- 
ally it is known that if living tubercle bacilli are 
injected into an animal which has not previously been 
infected there is no immediate reaction and it remains 
quite well for a time, but later, if the dose is sufficient, 
it becomes ill and dies of generalised tuberculosis. If 
tubercle bacilli are injected into an animal which has 
previously been infected there is an immediate 
reaction which may be fatal. If it survives, however, 
recovery may take place without any actual disease 
developing provided the infecting dose was not too 
great. If disease does occur it progresses much more 
slowly and is associated with attempts at healing, as 
indicated by the formation of fibrous tissue. Infection 
of a non-immune animal, therefore, produces an acute 
type of tuberculosis such as occurs in infants and 
people who have not previously been exposed to the 
disease. Infection of an immune animal produces an 
entirely different type of disease which is chronic and, 
although usually fatal in the end, is associated with 
serious attempts at healing which are at times success- 
ful. This is the type of disease commonly seen in 
adults in civilised countries. 

It will be seen that there is definite experimental 
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and clinical evidence to suggest that resistance develops 
from infection. Resistance, in the that the 
addict is resistant to morphia, does undoubtedly 
occur; but IL suggest that this is different from 
resistance or immunity such as is produced by vaccina- 
tion against small-pox. 

It is true that the usual type of disease in the infant 
is acute and generalised, but in the great majority of 
the child resists the infection and fixes the 
disease, not in the lungs with resulting chronic fibroid 
disease, but in the glands. Unless miliary tuber- 
culosis develops the disease seems to pass through 
the lungs of the infant without producing any lesion. 
Children are particularly free from pulmonary 
tuberculosis until they reach the age of puberty. 
‘Then the mortality rises. The rise occurs earlier in 
girls than in boys and in girls of 16 to 20 years of age 
the mortality from pulmonary tuberculosis is greater 
than that from tuberculosis from all causes in the 
infant. To explain this rapid rise in mortality by 
assuming that the specific resistance to tuberculosis is 
lowered by the strain of life that occurs about puberty 
seems to me to be very unconvincing. No such 
failure of resistance to other conditions such as measles 
occurs at that time. Moreover, if one makes a series 
of tuberculin tests one finds that a positive reaction 
occurs With increasing frequency from infancy to 
adult life. There is no falling-off in the number of 
reactors to tuberculin as puberty and the great increase 
in the incidence of tuberculosis occur. In the primi- 
tive races the incidence and type of the disease does 
not appear to be in any way dependent on whether 
they have been tuberculinised or not as shown by the 
reaction to tuberculin. Different races are affected 
differently, as in the case of animals; the sheep, for 


sense 


cases 


example, is immune but the cow is susceptible. 
Although half a century has passed since Koch 


discovered the tuberele bacillus, no recognised method 
of protection against tuberculosis has been evolved 
either by tuberculin or emulsion of living bacilli. 
The reported success of experiments with BCG 
still awaits confirmation. Griffiths failed to protect 
monkeys by BCG, and the abolition of tuberculosis 
as a serious Menace to monkeys in captivity in many 
zoological gardens followed better ventilation, housing 
conditions, and light—and not the tuberculinisation 
of the animals. 

If infection really protects, it is difficult to see why 
patients with a mild tuberculous lesion, such as pleural 
effusion or a small pulmonary lesion which has 
apparently healed, should be more liable to get a 
recrudescence of active disease than others. They 
are not only not protected against clinical tuberculosis 
but are rendered more liable to get it. Evolution by 
the survival of the fittest produces wonderful protective 
powers in the animal body, and a race which has to 
live in a country where tuberculosis or typhoid or 
vellow fever is endemic tends to become much more 
resistant to it than a race where the disease does not 


occur. The body also develops defensive powers 
against any poison gradually introduced and one 
would expect the chronic consumptive to have 


considerable resistance—as in fact he has. If he has 
no resistance he dies rapidly before he has time to 
become a chronic consumptive. True immunity such 
as occurs after small-pox, scarlet fever, &c., is surely 
an entirely different thing from the resistance which 
develops from habit in such cases as aleohol, arsenic, 
or I vendure to suggest, tuberculosis. It is not a 
question of relative immunity ; the two are completely 
different. In one case the individual having had 


small-pox is immune and can live in an atmosphere 
In the other the effect of the poison is 


of small-pox. 
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modified as the body becomes accustomed to it, but 
there is no real protection, and death from tuber- 
culosis eventually oceurs in the majority of cases. 


INFECTION SHOULD BE PREVENTED, 

For these reasons [| am of opinion that failure to 
react to tuberculin is not an indication for treatment. 
An attempt to protect by tuberculin or tubercle 
bacilli seems to me to be wrong. Clinical tuberculosis 
develops from a tuberculous lesion. If there is no 
lesion it cannot develop. The policy that appeals to 
me is therefore to prevent infection, and if this is 
impossible, to dilute it as far as possible. In practice 
it is found that where this has been done by sanitation, 
cleanliness, and correcting overcrowding, there tuber- 
culosis has decreased. There is no evidence that any 
success has followed attempts to diminish the incidence 
of the disease by producing immunity. There is 
evidence that in certain where attenuated 
tubercle bacilli have been injected to produce 
immunity clinical and fatal tuberculosis supervened. 


Cases 


The Suspected Early Case. 

If the patient reacts to tuberculin it may be assumed 
that he has been infected. The problem then is to 
decide whether the symptoms are the result of a 
tuberculous lesion or whether the lesion is not active 
and the symptoms are due to some other cause. In 
the first case, treatment should be directed against the 
tuberculosis ; in the latter the tuberculous lesion, as 
indicated by the tuberculin test, is accidental and 
requires no treatment. I shall now consider a number 
of symptoms which are associated with tuberculosis 
of the lungs. 

SYMPTOMS. 

Cough is so commonly present that its absence 

must be taken as evidence against the diagnosis of 


pulmonary tuberculosis. In some cases of acute 
miliary tuberculosis, however, there is no cough. 
Paroxysmal morning cough accompanied with 


vomiting is not uncommon in the later but not in the 
early stages of the disease. It is more frequent in 
alcoholics with bronchitis. People who smoke too 
many cigarettes usually have some cough. Cough 
which suddenly develops and lasts more than a month 
is suggestive, and of 611 patients admitted to 
Brompton Hospital with pulmonary tuberculosis it 
was the first symptom noticed in 44-8 per cent. 
Sputum is often absent in the’ early stages and 
when it appears it is mostly mucus, and tubercle 
bacilli are not found. A negative sputum test in the 
early stage is of little value, but when once the sputum 
has become purulent failure to find tuberele bacilli 
is very strong evidence indeed against the disease 
being active tuberculosis. Kingston Fowler reports 
188 cases from Midhurst Sanatorium and in these 
tubercle bacilli were found in the sputum on the first 
eXamination in 167 and on the second in 12 cases. 
That is to say, that in only 9 out of 188 cases were they 
not found at the first or second examination. 
Fever.—In early active disease there is usually some 
rise of temperature in the evening. The typical 
tuberculous temperature is an exaggeration of the 
normal curve, highest in the evening and lowest in the 
morning. If the temperature is taken at 6 P.M. and 
8 a.M. it will bring out the highest and lowest reading. 
In tuberculosis, however, it is increased by exercise, 
so that when investigating a case the temperature 
should be taken immediately after exercise and 
subsequently at intervals of 15 minutes in order to 
note the time it takes to fall. <A slight evening rise 
of temperature alone is not enough for a positive 
diagnosis to be made. It is common in children with 
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digestive trouble, in toxw#mia from other causes, and 
in women before menstruation. 

Night sweats are common in the early stages of the 
disease, but usually disappear when the patient is put 
to bed and does not have too many _ bed-clothes. 
They are not common in hospital cases. Patients 
who wake up at night feeling hot will often complain 
of night sweats, but this is not important. True 
night sweats as a result of which the night clothes 
have to be changed are very suggestive of tuber- 
culosis in an acute In a chronic case they 


stage. 


indicate an acute exacerbation and are of serious 
omen. 
Debility.—Loss of energy is present in the great 


majority of cases and it was the first symptom noticed 
in 9-5 per cent. of 611 cases at Brompton Hospital. 
It is almost invariably associated with some localising 
symptom such as cough. 

Loss of weight——In the very early stages loss of 
weight is often slight. It was the first symptom in 


only 2°3 per cent. of the 611 Brompton Hospital 
cases. Persistent loss of weight for no apparent 
cause is far more likely to be due to some other 


condition. 

Loss of voice is an occasional early symptom and 
should arouse suspicion if associated with other 
symptoms. Persistent loss of voice should always 
lead to a thorough investigation of the chest, including 
eXamination with X rays. If tuberculous laryngitis 
is found it should be assumed that the lungs are also 
infected. 

Dyspnea.—Shortness of breath 
the early except in 
pheumonia, when it is extreme. 

Dyspepsia.—Digestive troubles are occasionally 
the first symptoms noticed by the patient, but they 
are usually associated with some more 
complaint, such as cough. 

Hamoptysis may occur as a result of mitral stenosis, 
bronchiectasis, fibroma of bronchus, malignant 
disease, or other causes, and a thorough examination 
should be made. If, however, no other cause can be 
found it should always be taken to indicate tuber- 
culosis of the lungs. Large veins may be seen at the 
back of the throat, but they never cause hemoptysis. 
It does not follow that hamoptysis in tuberculosis 
is necessarily an indication for treatment of the 
tuberculosis. It is common in chronic fibroid cases 
and often no treatment is required except during the 
actual hemorrhage. In the great majority of cases, 
however, especially those who were previously 
supposed to be healthy, h#moptysis does indicate 
active disease requiring treatment. 

Plearisy.—Idiopathic pleurisy is almost invariably 
tuberculous. It occurs in many local conditions, such 
as neoplasm, bronchiectasis, or abscess of lung, and it 
is always present in pneumonia. In chronic wasting 
diseases there is often pleurisy, and pleural effusion is 
common in cases of renal disease or heart failure. If, 
however, it occurs in the apparently healthy as a 
result of a chill, or sitting in a draught, or for no 
obvious reason, it should be regarded as of tuberculous 
origin. If an effusion forms and clear fluid containing 
an excess of lymphocytes is found a definite diagnosis 
should be made. It should be borne in mind that 
pleural effusion develops as a result of tuberculosis of 
the lungs. We know, therefore, that the lungs are 
already affected. With treatment, or in some cases 
without treatment, the pulmonary lesion may heal, 
but in some 40 per cent. of the cases it goes 
on to a definite form of clinical pulmonary tuber- 
culosis which can be detected by physical signs and 
symptoms, 


is not common in 
tuberculous broncho- 


stages, 


obvious 
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PHYSICAL SIGNS, 


In some schools nowadays it is the custom to belittle 
the value of physical signs. Let us try to estimate 
their value fairly. In the first place it must be 
admitted that one often sees a patient who has been 
examined by several experienced physicians, but in 
whom no physical signs are found, yet in whose lungs 
there is tuberculosis as indicated by the presence of 
tubercle bacilli in the sputum, the evidence of X rays, 
and the subsequent development of physical signs. 
It is evident, therefore, that it is quite unjustifiable 
to say that a patient has not got tuberculosis of the 
lungs because he has been examined by one or even 
several physicians with special experience of chest ° 
work, and no physical signs have been detected. 
Again, physical signs are often misleading. A littl 
dullness at one apex may be due to scoliosis, old 
pleurisy, or muscular development ; it cannot reason- 
ably be taken as an indication of early tuberculous 
disease of the lung. By the time any impairment 
of the percussion note is obtained, the disease has 
progressed far beyond the stage in which it should 
have been detected by symptoms or radiographic 
examination. It does happen sometimes, though very 
rarely, that on examination of an apparently healthy 
person definite signs are found. In this case there is 
usually good resistance and fibrosis is taking place. 
None the less, because it does occasionally reveal the 
presence of unsuspected disease, physical examination 
of so-called contacts is important. The point I wish 
to emphasise is that if no physical signs are found, it 
is no evidence whatever that the patient is free from 
tuberculosis. On the other hand, physical signs are 
important, not only because they are very occasionally 
the first indication of disease but because they 
frequently enable one to judge the spread of it. Of 
all physical signs the only one that is really important 
is the presence of moist sounds over the upper part 
of the lung ; if these sounds are constant and increase 
with cough they are almost pathognomonic of tuber- 
culosis. Other signs, such as slight fiattening at one 
apex, impairment of percussion note, altered vocal 
fremitus, are not only useless in the majority of cases, 
but they may be actually misleading and dangerous. 
One is often presented with a case of hemoptysis and 
sputum containing tubercle bacilli in which one finds 
slightimpairment of note at the left apex, with diminnu- 
tion of movement and weakened breath sounds ; and 
vet X rays shows the left apex to be clear, whereas 
there is a definite lesion at the right root and the 
subsequent course of the disease brings out pliysical 
signs at the right root whilst the left apex remains 
perfectly free. I say, therefore, examine your patient 
carefully but put not your faith in physical signs. 

EXAMINATION WITH X RAYS. 

The correct interpretation of radiographic findings 
is a matter of great difficulty, and it is always wise to 
have the collaboration of an experienced radiologist. 
Fine mottling of the lung, especially if seen below and 
just external to the midline of the clavicle, is strong 
evidence in favour of tuberculosis. If there is doubt 
a series of X ray examinations at intervals of three 
months should made, and any inerease in the 
shadows will confirm the suspicion and enable one 
to make a diagnosis. Shadows round the root of the 
lung, even if dense and exaggerated, should not lead 
one to a diagnosis of tuberculosis. The hilum of 
the lung is made up of blood and lymph vessels, 
bronchial tubes, and glands, and often a dense X ray 
shadow is seen in a patient who is found post mortem 
to be free of any disease in that region. 


be 
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starts in the lung and spreads from there ; it does not 
start in the glands at the root and spread into the 
lung. 

SPECIAL TESTS, 

There are many special tests but none is of value 
except in a negative sense. I have already referred 
to the tuberculin test, and I shall say no more except 
that a negative test is evidence that the patient is not 
infected with tuberculosis, except under certain 
conditions. If the patient is moribund or seriously 
ill with tuberculosis the test may be negative. In two 
adults with typhoid fever I found the tuberculin test 
negative, and other illnesses have the same effect, but 
in a doubtful case of tuberculosis a negative tuberculin 
test is an indication that the patient is free from that 
disease. The test, however, is of little practical value, 
because in a civilised country the great majority of 
people give a positive reaction, whether or not they 
have or will subsequently develop clinical tuberculosis. 

The opsonic index and complement-fixation tests 
have been tried extensively but have been found 
wanting and consequently have been discarded 
by most workers. The sedimentation test is of little 
value for diagnosis, although very useful as a help to 
the progress of the disease and to assist in treatment. 
For example, after the induction of an artificial 
pneumothorax, if the toxwmia is relieved, the sedi- 
mentation rate will fall and one is helped in 
judging the result of treatment by this test. A 
quick sedimentation rate occurs in other diseases 
besides tuberculosis, and in an early case of tuber- 
culosis before toxemia has developed the sedimenta- 
tion rate may be normal. 

The same applies to vital capacity, except that a 
normal vital capacity is very rare in pulmonary 
tuberculosis even in the early stages. It is useful for 
following the progress of the disease and for assisting 
in treatment, but it is lowered by many other diseases 
besides tuberculosis, and is of little value in diagnosis. 


INDICATIONS 


In the absence of definite evidence that the 
symptoms are due to tuberculosis, the patient should 
be kept under observation and not treated as a 
consumptive. If there is definite evidence, thorough 
treatment should be started at once. The slighter 
the amount of disease the more urgent is the need for 
treatment, because the patient then has a chance, 
and with proper care, a very good chance of complete 
recovery. There is a world of difference between 
being well and being patched up. A patient will often 
say he is not bad enough to go into a sanatorium, but 
the physician should remember that this is a fallacy 
and that the main function of a sanatorium is to 
restore to complete health those who have not yet 
passed into the incurable stage of the disease. 

It is therefore of the utmost importance to decide 
whether a patient is suffering from tuberculosis 
which is progressing and in need of treatment, or 
whether the symptoms are due to some other cause, 
and tuberculosis, if present, is already healed. Tosum 
up my remarks about physical signs and symptoms :— 


FOR TREATMENT, 


1. Hemoptysis of unknown origin should be taken to 
indicate pulmonary tuberculosis. 

2. Pleural effusion is the result and not the cause of 
pulmonary tuberculosis, unless it is due to some other 
definite condition such as neoplasm or heart failure. After 
recovery from the effusion the patient should always be 
treated as an early and active case of tuberculosis of lung. 

3. X rays are by far the most important method of 
examination and a definite diagnosis can often be made by 
this means alone. It is however essential to interpret the 


radiographic findings correctly and to avoid the many errors, 
the most common of which is to mistake heavy root shadows 
for disease of the lung. 
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4. Physical signs are misleading, but the presence of 
constant moist sounds over the upper part of the chest may 
for all practical purposes be taken as definite evidence of 
tuberculosis, Rb 

5. The presence of tubercle bacilli in the sputum is con- 
clusive. 

Of the signs and symptoms no one is sufficient for a 
diagnosis to be made, but in combination they may 
lead to a suspicion so strong that a positive diagnosis 
is justified. For example, a patient develops a cough 
which persists for a few months, he also feels easily 
tired and slack, and is found to have a slight rise 
of evening temperature, and this rise is exaggerated 
by exercise. Even if the X rays show what appears 
to be normal lungs and there are no physical signs 
such a patient should be put to bed and treated as a 
case of early but active tuberculosis. 


The Chronic Case. 


So far I have reviewed the indications for treatment 
in patients who are probably infected with tuber- 
culosis but who have never had the disease as it 
is known clinically. I shall now consider the indi- 
cations for treatment in the chronic fibroid type of 
case. 

In all active cases when there is fever or signs of 
spreading disease the need for treatment is obvious. 
When fibrosis has occurred the patient wants to 
return to his usual occupation and recreations and 
wishes to know what treatment, if any, is required to 
prevent a relapse. It should be remembered that 
there is always need for treatment in the sense that 
the patient should lead a quiet, regular life, avoiding 
excess of all kinds. Strain and excess tend to shorten 
the life of anyone, but in the case of the consumptive 
there is the additional danger that they will cause a 
relapse of the disability. Sedentary work in an 
office is better than a strenuous life in the open air. 
Fresh air is good for everyone, including the consump- 
tive, and it is especially desirable in his case because 
if he gets below par he is more liable to a serious 
breakdown that is the ordinary man. Unnecessary 
exposure to cold may do harm, especially to the 
elderly. Let us say therefore that for the fibroid- 
arrested case there is always need for treatment, but 
the only treatment required is for the patient to lead 
a wise, restful life. Apart from this, treatment is 
required only if the disease again becomes active. 
The indications of reactivity are the appearance of 
certain symptoms and physical signs. 

Loss of weight.—During sanatorium life patients 
are apt to put on too much fat and they usually 
lose some of this when they return to their occupation. 
This is not important, but a steady loss of weight 
below the normal is an indication for treatment. 

Loss of energy.—lf the patient feels overtired after 
his day’s work, and especially if the tiredness increases, 
treatment is necessary. 

Evening rise of temperature suggests that there is 
some active disease, but other causes of pyrexia should 
be investigated. 

Return of cough and sputum indicate the necessity 
for treatment, at least until they have disappeared 
again. 

Hemoptysis should be treated, but it does oceur 
repeatedly in some chroniv cases without doing any 
apparent harm and they can continue at work between 
the attacks. 

Pleurisy is not infrequent, but here again the 
patient is often well after the attacks and does not 
require prolonged treatment. 

The patient should be examined periodically, and 
an increase in the physical signs, and especially an 
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increase in the lesion as seen by X rays, shows that 
the disease is spreading and treatment is required. 
Finally, it should be remembered that an idle life is 
not a healthy one and that many a patient will live 
longer if he thinks less of his own health and settles 
down to some suitable occupation. 


THE INTERRELATION OF 
NEUROSYPHILIS AND CARDIOVASCULAR 
SYPHILIS 


BASED ON THE STUDY OF FIFTY CASES, 
By Francis Bacu, M.D. Oxr., 

MEDICAL OFFICER TO OUT-PATIENTS, NATIONAL HEART HOSPITAL ; 
CLINICAL ASSISTANT, WEST END HOSPITAL FOR 
NERVOUS DISEASES; 

AND 


C. WorstTeR-DrovuGut, M.D. Cams., M.R.C.P. Lonp., 


PHYSICIAN TO THE WEST END HOSPITAL FOR NERVOUS DISEASES 
AND TO THE METROPOLITAN HOSPITAL, 


THE association of neurosyphilis with syphilis 
of the cardiovascular system from time to time has 
attracted the attention of a number of observers. 
Most of the literature of the subject has emanated 
from German sources and a perusal of these records 
indicates that evidence of syphilis of the cardio- 
vascular system has been found clinically in over 30 
per cent. of cases of neurosyphilis, while post-mortem 
signs have been obtained in over 50 per cent. Also, 
there is evidence to suggest that the clinical diagnosis 
of neurosyphilis is usually made in the fourth decade 
of life, whereas cardiovascular syphilis in the majority 
of cases is recognised only in the fifth decade. In 
several years’ experience of the malarial treatment of 
early general paralysis it has occurred that some 
cases, showing no definite clinical evidence of cardio- 
vascular disease, have died suddenly during the 
pyrexial course. At autopsy in these cases, aortitis 
and myocardial disease has invariably been found. 
The experience of Lowenberg,' ef Hamburg, has been 
similar ; he reported, in 1924, that since the introduc- 
tion of malarial therapy 20 of his cases had died during 
the course of treatment, and in the majority an 
aortitis had been found at autopsy. Gerstmann ? 
and Rudolf? also mention several such deaths during 
or following malarial therapy. As it is essential 
to appreciate the condition of the cardiovascular 
system in cases-of neurosyphilis before undertaking 
the risk of malarial therapy, and in view of the fore- 
going observations, it occurred to us to ascertain : 
(1) if it were possible in cases of neurosyphilis to 
detect cardiovascular syphilis, by the application of 
special cardiological methods, at an earlier stage 
than that at which the more definite physical signs 
appeared ; (2) if evidence could be obtained as to 
the early signs of syphilitic aortitis ; and (3) if cardio- 
vascular syphilis, as revealed by such clinical methods, 
was more frequent in neurosyphilis than was generally 
supposed. 

Our investigation, therefore, has been essentially 
clinical and has been approached both from the 
neurological and the cardiological aspects. Thus, 
in 25 cases of neurosyphilis attending the West End 
Hospital for Nervous Diseases solely on account of 
their neurological symptoms, we have made a complete 
examination of the cardiovascular system by clinical, 
orthodiagraphic, and electrocardiographic methods. 
We have compared this group of cases with a further 
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series of 25 cases of cardiovascular syphilis referred 
to the National Heart Hospital purely for their 
eardiac condition. In these cases we have carried 
out similar investigations, together with a detailed 
clinical examination of the nervous system. 

The details of the two series of cases are given in 
the Tables. 


TABLE I, 
Twenty-five Cases of Neurosyphilis, 


Tabes and taboparesis 20 .. Male 1 
General paralysis .. , 5 


Female 


” 


| 


4 
9 
4 


t 


1 
Average age, 43 years. 


Average interval since primary infection in 14 known cases, 
21°5 years. 
Main Symptoms. 


Tabes and taboparesis. General paralysis. 


Unsteady gait , -» 12. Nervousness and loss of 
Precipitant and difficult power concentration .. 4 
micturition ot -. 4 Failure of memory ~ oF 
Failing vision 2 
Gastric crises 1 
* Lightning ”’ pains 1 
20 5 


Symptoms referable to cardiovascular +ystem, nil. 


Cardiovascular syphilis: Definite evidence ; suggestive evidence, 
1 case each. 


The Wassermann reaction was positive in the cerebro-spinal 
fluid or blood, or in both, in all the cases. 
TABLE II. 
Twenty-five Cases of Cardiovascular Syphilis. 


Syphilitie aortitis with aortic 


incompetence - oe 23 Male 17 Female 6 
Syphilitic aneurysm 7 2 ” Re - 1 
18 7 


Average age, 47 years. 
Average interval since 


primary 
20 years. 


infection in known cases, 


Main Symptoms. 
Shortness of breath on exertion, 15 
Retrosternal pain on exertion, 10 
Symptoms referable to central nervous system, nil. 


Neurosyphilis : Definite evidence in four cases ; typical tabes 
dorsalis ; pupillary changes only, two each. 


The Wassermann reaction was positive in the blood in the 
25 cases. 


Description of Cases. 

(a) Neurosyphilitic series—Of the 25 cases of 
neurosyphilis investigated, seven showed some degree 
of variation from the normal in the cardiovascular 
system. Of these seven, one patient exhibited 
definite evidence of cardiovascular syphilis—viz., 
a woman with tabes dorsalis, aged 38 years. Clinically 
there was no cardiac enlargement ; the aortic second 
sound was distinct; and basal diastolic murmurs, 
retrosternal and conducted to the apex, were present 
in the aortie area. Blood pressure 130/90. X ray 
examination showed slight enlargement of the heart 
to the left anc fullness to the right in the first part of 
the aorta. Electrocardiograph: Low voltage curve 
with subphysiological T wave in all leads. 

One case showed evidence suggestive of syphilitic 
cardiovascular disease—a woman, aged 35, with 
taboparesis. Clinically, there was slight cardiac 
enlargement and accentuated aortic second sound. 
Blood pressure 135/90. X ray: Slight enlargement 
of the heart to left, horizontal type; aorta shows 
slight fullness to the right, especially in the first 
part. Electrocardiograph : Subphysiological type of 
curve. A further case, a man aged 42 with tabes 
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dorsalis, showed transposition of viscera’ with 
clinical, X ray, and electrocardiographic pictures 
characteristic of dextrocardia. Two cases, both men, 
aged 47 and 49 respectively, showed evidence of 
hypertension with slight cardiac enlargement and, 
on X ray examination, fullness of the aortie shadow. 
Two further men with tabes dorsalis, aged 53 and 56 
respectively, showed evidence of arterio-sclerosis 
and atheroma of the aorta with probable previous 
hypertension. 

(b) Cardiovascular series. —Of the 25 cases of eardio- 
vascular syphilis examined, four showed clinical 
evidence of neurosyphilis. All four had _ typical 
Argyll-Robertson pupils, and two of these, in addition, 
showed classical signs of tabes dorsalis—absent 
knee- and ankle-jerks, impairment of deep sensation, 
and some degree of incoérdination. In all four cases 
the neurosyphilis was associated with syphilitic 
aortitis and aortic incompetence. 


SPECIAL INVESTIGATIONS, 


(1) Clinical—Of the early clinical signs of 
syphilitic aortitis, a basal aortic systolic murmur 
and an accentuated aortic second sound are considered 
to be the most characteristic. In the 25 neuro- 
syphilitic cases no basal systolic murmur was heard. 
An accentuated aortic second sound was appreciated 
in two cases only, one being the case described as 
probable early syphilitic cardiovascular disease and 
the other suffering from hypertension. 

In the cardiovascular group, 23 cases showed a 
definite basal to-and-fro systolic-diastolic murmur, 
and in two cases of anuerysm, a basal systolic murmur 
and a ringing aortic second sound were present. 

(2) Radiographic examination.—The characteristic 
signs of syphilitic aortitis are: Evidence of slight 
cardiac enlargement to the left, increase of the 
aortic shadow to the right in its first part, especially 
if the heart is not enlarged ; and evidence of uniform 
dilatation of the aortic shadow or of aneurysm. 
Of the 25 cases of neurosyphilis, in one there was 
evidence of increase of the aortic shadow to the 
right and absence of cardiac enlargement—the case 
diagnosed as syphilitic aortitis. One case showed 
fullness of the aorta in its first part, associated with 
slight cardiac enlargement—the case suggesting early 
syphilitic aortitis. In three of four cases with 
hypertension there was slight cardiac enlargement and 
diffuse fullness of the aortic shadow. One case showed 
dextrocardia. 

In the radiographic examination of the cardio- 
vascular series, there was evidence of cardiac enlarge- 
ment in all, and of definite fullness of the first part of 
the aorta to the right in 20 of the 25 cases. 

(3) Electrocardiograph.—Observations were made 
on evidence of auricular fibrillation, on the P-R 
interval for prolongation of the auriculo-ventricular 
conduction time, widening and notching of the 
QRS complex—suggesting some degree of intra- 
ventricular block, on variation in the S-T interval, 
and in the shape and relative size of the T wave in 
any or all of the three leads. ‘ 

In the series of neurosyphilitic cases, there was no 
evidence of definite alteration in the electrocardio- 
graph records. In eight cases the waves were 
definitely subphysiological in type, with flattening 
of the T wave in allleads. In the present state of our 
knowledge the exact significance of this is obscure. 
In the case of dextrocardia, there was a characteristic 
inversion of P-Q and T in lead I. In _ the 
cardiovascular series of cases, electrocardiographic 
abnormalities were frequent. Prolongation of P-R 
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occurred in none, prolongation of QRS in five cases, 
in three of which there was definite notching with 
evidence of right branch bundle block. Definite 
left-sided preponderance was present in ten cases, 
T, physiological in five, flat in 17, and definitely 
inverted in 3 (all of whom complained of retrosternal 
pain). T,, T, inversion occurred in one case. 


Early Diagnosis of Cardiovascular Syphilis. 


Neurosyphilis usually manifests itself at an earlier 
age than syphilitic aortitis. There is, indeed, evidence 
to suggest that in the majority of cases the clinical 
diagnosis of neurosyphilis is made in the fourth decade 
of life, whereas cardiovascular syphilis is usually 
recognised only in the fifth decade. This observation 
was emphasised by Kessler,* in 1924, in a pathological 
study of 59 cases of tabes dorsalis, of which 39 
exhibited signs of cardiovascular syphilis. Those 
cases under 40 years of age, however, showed no 
evidence of luetic changes in the aorta. Bauer 5 
has reported the case of a woman aged 42, under 
treatment for tabes, who after two years presented 
definite clinical signs of aortitis. This contention 
is also borne out by our own series of cases, the average 
age of the neurosyphilitic group being 43 years, while 
that of the cardiovascular syphilitic group was 47. 
Further, Stokes ® has pointed out how rarely cardio- 
vascular syphilis is recognised in the first decade 
following infection, and that in his own series of 
cases 45 per cent. were diagnosed in the second decade 
after the initial infection with syphilis. Consequently, 
we felt that by a complete cardiological examination 
of neurosyphilitie cases, some evidence might be 
obtained to the early signs of syphilitic 
aortitis. 

Subjective symptoms cannot be relied upon to 
suggest an examination for the presence of cardio- 
vascular syphilis. In cases of neurosyphilis with 
aortitis, our experience has been that the patients 
seldom complain of any symptoms referable to the 
eardiovascular system. Also in Frisch's series,’ 
of nine cases showing clinical evidence of cardio- 
vascular syphilis, only two complained of such 
symptoms—retrosternal pressure. It may also be 
noted that those cases of our cardiovascular series 
exhibiting signs of neurosyphilis had no symptoms 
referable to their neurological condition. 

On clinical examination of cases of neurosyphilis, 
an accentuated aortie second sound, especially if 
accompanied by borderline enlargement of the heart 
to the left, may be taken as suspicious of early aortitis. 
The suspicion becomes a probability if radiographic 
examination confirms even slight cardiac enlargement 
and shows fullness of the aortic shadow to the right 
in its first part. The latter condition was present in 
two of our cases of neurosyphilis, and on this finding 
alone we should hesitate to advise malarial therapy. 
The development of a basal systolic murmur is 
further evidence, and if, in addition, a soft basal 
diastolic bruit appears, the diagnosis of syphilitic 
aortitis is conclusive. 

In cases of syphilitic cardiovascular disease that 
have been studied with the electrocardiograph, 
one of the most important alterations in the curve has 
been that of the T wave. Willius,*® in 99 cases of 


as 


cardiovascular syphilis, found an abnormal T wave 
in 23, an abnormal QRS in 22, significant T wave 
negativity in 17, and arborisation block in 9 cases. 
Pardee and Juster® found that of 50 cases with 
syphilitic aortitis, of which about two-thirds had 
aortitic incompetence, the electrocardiograph showed 
an abnormal T wave in 85 per cent. of the cases ; 
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inversion of T, occurred in 26 per cent.; in 20 per 
cent. it was of the “coronary” type; and in 38 per 
cent. of those cases without evidence of valvular 
lesion T, was abnormal. Significant abnormalities 
in the QRS complex were found in 40 per cent. of 
the cases. In the series, ten autopsies were obtained 
and from a study of the pathological material and the 
electrocardiographic records, it appeared that the 
abnormality of the T wave was probably due to 
“encroachment the lumen of the 


upon coronary 
orifices by the syphilitic disease in the sinuses of 
Valsalva. Pardee and Juster conelude that the 


greater frequency of the T wave changes in patients 
with aortic incompetence is due to the facet that in 
these patients the aortitis involves the region of the 
valves near which the coronary arteries originate. 

The only electrocardiographic change we have to 
record in the series of 25 neurosyphilitie cases examined 
is flattening of the T wave in all leads, and in the 
present state of our knowledge the exact significance 
of this is obscure. Alterations in T, were noted in 
20 of the series of 25 cases of cardiovascular syphilis. 


Association of Neurosyphilis with 
Cardiovascular Syphilis. 

(1) Pathological evidence.—In 1923, F. Frisch? 
published a series of 115 cases of neurosyphilis from 
Wagner-Jauregg’s clinic in Vienna in which 45 cases 
(39-1 per cent.) showed pathological evidence of 
syphilitic aortitis. Kressler,4 in 1924, reported the 
results of a pathological study of 59 cases of tabes 
dorsalis of which 39 (66-1 per cent.) showed signs of 
syphilitic mesaortitis. In the same year (1924) 
Lowenberg,' of Hamburg, found that in 341 cases of 
general paralysis, 33 per cent. showed evidence of 
aortitis at autopsy. From these figures it would 
appear that, whether clinical evidence be present or 
not, an average of over 45 per cent. of cases of neuro- 
syphilis also suffer from cardiovascular syphilis. 

(2) Clinical evidence.—In 1907, Rogge and Miiller ?° 
of Breslau, recorded a series of 22 consecutive cases 
of tabes dorsalis of which eight (36-3 per cent.) 
showed definite clinical evidence of syphilitic cardio- 
vascular disease. In six of these eight cases aortic 
incompetence was present. The average age of the 
patients was 43-5 years. Denke," in 1913, reported 
153 cases of syphilitic aortitis, of which 63 (41-1 per 
cent.) showed physical signs of neurosyphilis; of 
these 63 cases, 12 showed definite signs of tabes, and 
17 characteristic pupillary changes. In Frisch's 
series 7 of 115 cases, nine only (7-5 per cent.) showed 
clinical evidence of syphilitic aortitis or aneurysm— 
in contrast to the 39-1 per cent. showing pathological 
changes in the aorta at autopsy. Forty-five of the 
115 patients were suffering from tabes dorsalis, and 
of these six (13-3 per cent.) showed clinical evidence 
of syphilitic aortitis. It is interesting to note that 
of the whole series, two alone complained of subjective 
symptoms—retrosternal pressure—treferable to the 
cardiovascular system. From these figures, it is 
concluded that an average of 20 per cent. of neuro- 
syphilities are expected to show clinical evidence of 
eardiovascular syphilis. 

(3) Commentary.—A consideration of our own series 
of cases suggests the conclusion that in this country 
at the present time clinical manifestations of cardio- 
vascular syphilis are less frequent in cases of neuro- 
syphilis than the above figures—nearly all from 
German sources—would indicate. In spite of the 
application of special methods, only 4 per cent. of 
our cases of neurosyphilis showed definite evidences 
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and an additional 4 per cent. suggestive evidence 
of syphilitic aortitis, even at an average age 
when syphilitic cardiovascular disease is frequently 
recognisable. Of the cases of cardiovascular syphilis, 
16 per cent. showed signs of neurosyphilis; this 
also is in marked contrast to Denke’s of 
41 per cent. 


figure 


Our acknowledgements are due to Dr. Strickland 
Goodall for kindly allowing us to investigate cases 
under his care at the National Heart Hospital. 


Summary and Conclusions. 


1. A series of 25 of the younger cases of neuro- 
syphilis, attending a hospital for diseases of the nervous 
system on account of neurological symptoms, were 
fully investigated from both the cardiovascular and 
neurological aspects. 

2. In a series of 25 cases of cardiovascular syphilis 
of a comparable age, attending a hospital for diseases 
of the heart on account of cardiae symptoms, similar 
observations were made on the nervous and cardio- 
vascular systems, 

3. Of the 25 cases of neurosyphilis, one case only 
showed definite clinical evidence of syphilitic aortitis, 
and in another case there existed signs suggesting this 
condition. Four showed of 
sclerosis and hypertension. 

4. Of eases of cardiovascular syphilis, four 
showed evidence of neurosyphilis. Of these, two 
were suffering from tabes dorsalis and two showed 
characteristic pupillary changes. 


cases signs arterio- 


25 


5. Radiographic examination revealed the presence 
of increase in the aortic shadow characteristic of 
syphilitic aortitis in only two cases in the neuro- 
syphilitic group, while in the series of cases of cardio- 
vascular syphilis all 25 vielded this positive result. 

6. With the electrocardiograph, low-voltage curves 
were found in eight of the cases of neurosyphilis, 


but no definite abnormalities. Of the 25 cases of 
cardiovascular syphilis, 20 showed abnormalities ; 
in particular, prolongation of the intraventricular 


conduction time was noted in five cases, and altera- 
tion of T, in 20 cases. 

7. Even with modern instrumental methods of 
diagnosis, relatively few cases of neurosyphilis (8 per 
cent.) showed elinical evidence of cardiovascular 
syphilis. Similarly, however, relatively few cases 
of cardiovascular syphilis (16 per cent.) revealed signs 
of neurosyphilis. This is in contrast to figures from 
German clinics. 

8. Early signs suggesting a diagnosis of syphilitic 
aortitis are: (1) Aeccentuation of the aortie second 
sound; (2) on X ray examination, enlargement to 
the left and slight fullness, especially to the right, 
of the first part of the aorta; and (3) in the 
electrocardiogram, abnormalities such as widening 
of the QRS complex and flattening or inversion of 
the T wave, especially in the first lead. 
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It has long been recognised that it is advantageous 
to consider diseases at different age-periods. It is 
for this reason that children’s hospitals have been 
formed all over the world. Certain diseases only 
occur between the ages of 1 and 12, and between 
these limits the reaction of the organism to infections 
and injuries differs from other age-groups. Similarly 
adolescence, 12 to 21, has its own peculiarities of 
behaviour, perhaps less sharply marked from child- 
hood but differing considerably from adult life. In 
boys of school age certain differences present them- 
selves. Acidosis, manifested as it is in childhood in 
such varied and frequent forms, hardly ever occurs. 
This is some comfort to us, because attention has 
been so strongly directed on acidosis, that it is 
uncommon to find any case of recurrent appendicitis 
in the child to which the diagnosis has not at some 
time or other been applied. After the age of 12 this 
bugbear is a rapidly decreasing one. 

The age of adolescence has other compensations. 
Diseases of the stomach, duodenum, and gall-bladder 
are so rare that they may be almost disregarded. 
Malignant disease and the degenerative diseases, such 
as diverticulitis and visceroptosis, are hardly to be 
considered. We are left with a few diagnostic stumb- 
ling blocks—rare peritoneal infections, referred condi- 
tions of the lung and genito-urinary tract, congenital 
malformations of the intestines, errors of rotation and 
persistence of embryonic structures—which may show 
themselves first at any age. 

There is only one more difference which has struck 
me in considering acute abdominal diseases at different 
ages and that, perhaps, is a psychological one. 
Boys of school age are on the whole rather secretive 
as regards their complaints. An attack of appendi- 
citis may occur and may proceed to gangrene and 
even perforation before a formal complaint is made. 
I have seen this delay on several occasions and I 
am unable to decide whether the inflammation is 
more acute, whether the discomfort is less acute, 
or whether a misplaced desire for freedom determines 
this self-imposed heroism. Possibly school traditions 
play their part in encouraging or discouraging the 
confessional of the sick room. 

One would expect in a modern school, organised 
from the health point of view, with sick room, nursing 
staff, and a regular system of reporting, it would be 
an easy matter to attain the ideal and secure every 
case of appendicitis with the inflammation limited 
to the appendix. My experience is that this is by 
no means always the case. Possibly stoic endurance 
is sometimes the cause, but it may be that a more 
fulminating type of case is found in years of 
adolescence than in any other period. 


Acute Appendicitis. 
DIAGNOSIS. 

In about 90 per cent. of cases the first symptoms 
are obstructive. The appendix is blocked by a feco- 
lith, the products of inflammation, or a kink, and 
writhes spasmodically to empty its contents. At 
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this initial stage the features are central abdominal 
pain, colicky in nature, accompanied in some cases 
by vomiting. Sudden obstruction of any hollow 
viscus, be it small intestine, Meckel’s diverticulum, 
renal pelvis, or ureter, may give rise to very similar 
features. The only distinguishing sign at this stage 
may be a slight tenderness on pressure over the 
right iliac fossa. So long as the infection is confined 
to the lumen of the appendix no true rigidity of the 
abdominal muscles is noted. With the extension * 
of the infection to the peritoneal covering of the 
appendix, tenderness at McBurney’s point and 
localised involuntary rigidity of the muscles covering 
the right iliac fossa begin to show themselves. This 
extension of the infection inhibits appendix move- 
ments and the central colicky pain ceases. In its 
place begins persistent pain in the right iliac fossa. 
If the process continues the infection spreads to the 
parietal peritoneum and involuntary rigidity gives a 
guide to its extent. The area involved and the 
intensity of this rigidity depend on the anatomical 
position of the appendix. If the appendix is near 
the anterior abdominal wall, tenderness and rigidity 
are early manifest and reach the highest degree of 
development. If the appendix lies in the pelvis, the 
rigidity is lower in situation and later in development, 
although the maximum point of tenderness may 
still be over McBurney’s point. If the appendix is 
retrocecal, the tenderness and rigidity show them- 
selves in the loin. The pelvic peritoneum is sur- 
prisingly tolerant to infection and unproductive of 
painful stimuli. This explains why a pelvic appendix 
comes to operation later than any other variety. 

Vomiting may or may not occur. The initial pains 
may be accompanied by vomiting, but it is rarely a 
pronounced feature, and it nearly always follows the 
pain and does not precede it. Excessive vomiting 
always makes one look for some condition other 
than appendicitis. The temperature is usually raised 
soon after the beginning of the attack, but it may 
remain normal throughout, and it rarely reaches a 
high level. A temperature over 103° would certainly 
make one consider another diagnosis. The pulse 
is always raised and is the best indication of the 
severity of the attack. The pulse-rate varies a good 
deal in health, and a knowledge of the boy’s normal 
pulse is of great assistance. The bowels are usually 
mildly constipated, but in the case of a pelvic appendix, 
an irritable diarrhea is sometimes an early sign. 
I have often thought that the description of a typical 
attack of appendicitis sounds so simple that errors 
in diagnosis can hardly ever arise. I am aware that 
variations of symptoms and signs do arise even in 
straightforward cases, but I believe they are -all 
capable of an explanation if a constant effort is made 
to correlate the clinical features with the probable 
pathological conditions present. The real difficulties 
are met with when the anatomical position is abnormal 
with a high undescended cecum, or a left-sided 
cecum, or where the inflammation is complicated 
with some other lesion such as obstruction. I have 
recently operated on a case where the small intestine 
had become snared by passing under a Meckel’s 
diverticulum adherent to an inflamed appendix 
which had perforated, and naturally the signs were 
most confusing. 


DIFFERENTIAL DIAGNOSIS. 

Acute lobar pneumonia at its onset sometimes 
simulates appendicitis. The inflammation beginning 
deep in the lung near its diaphragmatic surface may 
produce intense abdominal pain and _ right-sided 
rigidity. No respiratory signs at first are manifest, 
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except quickened respirations and perhaps a cough. 
A high appendix impinging on the diaphragm may 
be closely mimicked. In the differential diagnosis, 
stress can be laid on these points. In pneumonia 
the temperature as a rule is higher, the facies is 
rather distinctive, the tenderness and rigidity are 
most marked in the upper right half of the abdomen. 
Pressure on the left side of the abdomen does not 
increase the right-sided pain, as it would if peri- 
tonitis were present. Moreover, the onset is rather 
too abrupt for such full development of physical 
signs, if the appendix was to blame. In the course 
of a few hours physical signs appear at the right 
base and the abdominal signs recede. I have observed 
that such a case of pneumonia is often followed by 
a basal effusion which may become purulent. 

There are some other diseases which the text- 
books tell us to take note of in discussing the 
differential diagnosis. Pyelitis, renal calculus, pneu- 
mococeal peritonitis are examples. At the age and in 
the sex that we are discussing they are not common. 
Tuberculosis of the abdominal glands sometimes 
simulates appendicitis with central abdominal pain, 
tenderness in the right iliac fossa, and a moderate 
degree of pyrexia. As a rule the attack is so mild 
and fleeting that operation, except by the over- 
zealous, is not considered. In nearly every case 
careful palpation will reveal a lump in the typical 
situation. The short duration and mild character 
of the attack exclude the possibility of the lump 
being an appendix abscess. 

Inflammation of a Meckel’s 
always be borne in mind. It may simulate appen- 
dicitis very closely. The only possible distinguishing 
features are the more central tenderness and rigidity 
and a greater degree of small intestine distension 
than would be expected in appendicitis. I have not 
found any altered appearance of the umbilicus of 
much assistance in diagnosis. 

Primary pneumococcal peritonitis is rare in boys. 
Fraser and McCartney believe that the infection is 
always through the genital tract and only occurs in 
girls. This has not been my experience. Of 14 cases 
at Great Ormond-street, nine were in females and five 
in males. In London, however, it is a rare disease. 
Diagnosis is difficult. The onset is more insidious 
than in an appendix peritonitis; there is more 
distension, less rigidity. The temperature is higher 
and vomiting is more frequent. The facies is rather 
distinctive. In pneumococcal peritonitis the patient 
is often pallid, sometimes cyanosed. 


diverticulum must 


TREATMENT. 

The whole surgical opinion of the world is agreed 
upon one point. If a case of appendicitis is seen 
within 24 hours of the onset of the attack operation 
should be undertaken. In the young with whom 
we are dealing I believe that operation is indicated 
at any stage that the condition may be recognised. 
In the adult it may be possible or advisable to treat 
cases not seen until the third or fourth day on expec- 
tant lines, but that is outside our province at the 
moment. Appendicitis in the boy is far more likely 
to lead to a progressive peritonitis than a localised 
abscess, and the sooner the appendix is removed the 
better. Delay is only permissible when the case is 
obviously subsiding in every feature. The mortality 
of early operation is less than 1 per cent. It mounts 
with every day that elapses. This puts a high 
premium on early diagnosis but, as I have said before, 
there will always be some cases that fail to come 
under skilled supervision as early as they should. 
In family practice a homely diagnosis and a homely 
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purgative are usually responsible for the delay; in 
school life perhaps a misplaced reluctance to report 
sick. It is impossible to overstress the importance 
of withholding purgatives, but happily this eomplica- 
tion of appendicitis is not likely to arise at school. 

No preliminary treatment is necessary. Gas and 
oxygen or open ether are the only permissible anws- 
thetics. If the case is typical and early, then a muscle- 
splitting incision in the right iliac fossa is excellent. 
Af the case is late or if an unusual position is suspected, 
then more room is required and a paramedian incision 
with displacement outwards of the right rectus makes 
for safer surgery. 

To drain when in doubt is still sound practice, 
especially in the young. If the infection has passed 
through the walls of the appendix, shown by a turbid 
effusion in the neighbourhood, or if there is oozing 
from the acutely inflamed appendix bed, then a 
drain for 24 hours can cause no possible harm and 
will relieve the operator of considerable anxiety. If 
pus is present, then adequate drainage is essential, 
and a tube should be placed in both the appendix 
area and the pelvis. Early removal of the tubes is 
desirable ; only in the cireumscribed abscess do they 
function for more than three days. I believe insufti- 
cient drainage is the cause of many of the possible 
complications—residual abscesses, subphrenic abscess, 
intestinal obstruction, and empyema. 

In the after-treatment rest is all important. 
Nothing by the mouth except water, no purgatives, 
morphia in the necessary quantity to soothe the 
patient and abolish pain, and continuous administra- 
tion of 10 per cent. glucose solution by the rectum 
to conserve the strength and diminish thirst. Within 
48 hours the worst abdominal assault will be for- 
gotten and the intestine will have recovered its normal 
functions. In suppurative cases early feeding and 
purgatives lead to intestinal paralysis, extension of 
the peritonitis, toxemia, and exhaustion. 


Chronic Appendicitis. 

This term in the past has covered a multitude of 
disorders, but it is in patients of the other sex and 
more mature years that its abuse has been chiefly 
noted. The wise surgeon is very careful nowadays 
before he makes such a diagnosis. At the outset one 
may make a safe generalisation : chronic pain always 
limited to the right iliac fossa, with or without chronic 
tenderness, is hardly ever due to the appendix. 

DIAGNOSIS. 

Chronic disorder of the appendix shows itself, I 
believe, in two forms. In the first, the more impor- 
tant, beneficent nature gives us warning of what is 
in store. The patient suffers from a series of bijou 
attacks of appendicitis, so evanescent that they 
escape the opportunity of skilled examination and 
merely come to us as a history. In an otherwise 
healthy boy, complaint is made of occasional attacks 
of umbilical or supraumbilical pain, oceurring at 
rather rare intervals, often brought on by exercise, 
There is rarely nausea or vomiting. Sometimes 
there is the admission that the abdomen is sore for 
a little while after an attack, that an upright stance 
is uncomfortable, or that flexion of the right thigh 
causes pain in the right side. If examination can be 
made at such a time, tenderness on palpation of the 
appendix area will be noted, and the diagnosis of 
appendicitis can be made with some confidence. In 
the absence of such an opportunity, it is wiser to 
keep the boy under careful observation, and perhaps 
call in the aid of the radiologist. In this type of case 
the boy is perfectly well between the attacks. 
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In the second form, the symptoms are much more 
indirect. An adherent or obstructed appendix inter- 
feres with the proper functioning of the digestive 
tract, upsets peristalsis, and a form of chronic intes- 
tinal indigestion is set up. The boy becomes slack 
and pasty, and suffers from epigastric flatulence, 
which oceasionally amounts to pain. Corrective 
measures in the matter of diet and mastication, and 
regulation of the bowels have no effect. It may be 
necessary to examine the abdomen many times before 
any tenderness is found in the appendix region. Even 
then it is not safe to make a diagnosis of appendicitis 
without further investigation. 

It is in these cases that I have come to rely more 
and more on X rays. <A skiagraph of the abdomen 
is taken to exclude a calculus, demonstrate any 
calcified glands, and show the bony skeleton. A 
barium meal is then given and the general progress 
of the shadow is followed. Lleal stasis, colon stasis, 
abnormal position or mobility of the ca#cum and 
ascending colon require notice. As regards the 
appendix, the examination is of no value if it fails 
to fill. If it fills, it may be in an unusual position, 
or it may be fixed. There may be great delay in 
emptying. More important still, it may be tender 
on palpation. Any such appearance is suggestive 
and taken with the clinical picture may make the 
diagnosis certain. If the appendix fills and discharges 
in normal time, if it occupies a normal position, is 
mobile and is not tender, then chronic appendicitis 
can be excluded. 

TREATMENT. 

This must be by operation. In the recurrent form 
of chronic appendicitis | never give the appendix 
the benefit of any doubt. An acute attack may 
supervene so swiftly and perhaps at so awkward a 
moment in the boy’s life, that nature’s hint must 
not be disregarded. Removal of the appendix in a 
quiet period carries practically no mortality; a 
neglected appendix can cause the greatest anxiety. 


IRRADIATION OF THE TRACHEO- 
BRONCHIAL LYMPHATIC GLANDS 


IN THE TREATMENT OF CARCINOMA OF 
THE LUNG.* 


By H. P. NExtson, M.B.Cams., F.R.C.S. Ene., 
DEMONSTRATOR IN ANATOMY AT ST. BARTHOLOMEW'S HOSPITAL. 


THE methods hitherto employed—lobectomy or the 
implantation of radon seeds from the external 
surface—suffer from the limitation that the lymphatic 
glands draining the neoplasm are left untouched. 
With the object of bringing the main lymphatic 
drainage within the scope of treatment I have under- 
taken some anatomical investigations on the lymphatic 
glands of the mediastinum and the arrangement of 
the bronchial tree. 


Anatomy of the Bronchial Tree. 

As the lymphatic glands are best described in rela- 
tion to the bronchial tree it will be necessary to review 
briefly its anatomy (Figs. 1, 2, and 3). The trachea 
divides into two primary bronchi and from these 
extend the secondary bronchi to the lobes of the two 
lungs. Since the two lungs differ in their lobes, the 
distribution of the secondary bronchi is best appre- 


* Read before the Medical Society of London on Noy. 10th 
(see THE LANCET, Noy. 15th, p. 1071). 
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ciated by arranging them in the more symmetrical 
manner of four secondary bronchi on each side. 

On the right side the primary bronchus gives off 
from its right lateral wall a branch to the upper lobe, 
the upper secondary bronchus, and then continues as 
the main secondary bronchus, which terminates by 
dividing into three secondary bronchi; a ventral 


Fic. 1. 
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Dissection of the bronchial tree showing tracheobronchial 
lymphatic glands (anterior aspect). 


branch to the middle lobe, the middle secondary 
bronchus ; a dorsal branch, which leaves the main 
stem at approximately the same level as the middle 
bronchus and runs to the posterior part of the lower 
lobe, the dorsal secondary bronchus; and the 
continuation of the main stem to the rest of the lower 
lobe, the lower secondary bronchus. 

On the left side the primary bronchus is twice as 
long as on the right. It divides into two main 
secondary bronchi, upper and lower, which almost 
immediately break up into two more; thus the four 
secondary bronchi on the left side all arise within a 
few millimetres of each other. The upper main 
bronchus divides into an upper secondary and a 
middle secondary bronchus, which are equivalent in 
their area of distribution to the two bronchi of the 
same name on the opposite side. The lower main 
bronchus gives off a dorsal branch to the posterior 
part of the lower lobe, the dorsal secondary bronchus, 
and then continues to the rest of the lower lobe as the 
lower-secondary bronchus. These secondary bronchi 
divide into tertiary, then into quaternary, and so on. 


Anatomy of the Tracheobronchial 
Lymphatic Glands. 

These glands are fairly constant in position but vary 
considerably in size. They consist, broadly speaking, 
of three main groups :— 

(a) Those in the mediastinum : (1) right and left tracheal 
groups ; (2) interprimary groups. 

(b) Those in the hila of the lungs: (3) intersecondary. 

(c) Those in the lung fields: (4) intertertiary, inter- 
quaternary, &c. 


(1) The right tracheal group occupies the right 
anterolateral aspect of the trachea. The broad lower 
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end reaches down to the level of the carina and extends 
from the mid-line of the trachea on to the upper 
surface of the right upper bronchus, but as it ascends 
the group gets narrower and winds backwards on to 
the lateral aspect of the trachea. Inferiorly is the 
right pulmonary artery, medially the arch of the aorta, 
and above this the innominate artery, while on the 
anterolateral aspect is the superior vena cava and 
further lateral is the mediastinal pleura. 

The left tracheal group is by no means so constant 
as the right. The main part is situated on the lateral 
aspect of the trachea under the arch of the aorta. 
From here a chain of flattened glands extends upwards 
between the aorta and the side of the trachea, while 
another chain may extend downwards and forwards 
to lie in front of the left primary bronchus at its 
commencement and above the left pulmonary artery 
behind the ascending aorta. The most constant 
extension of this group is downwards and backwards 
along the lateral side of the left primary bronchus. 
These glands lie against the posterior surface of the 
pulmonary artery, and extend down to meet the left 
dorsal intersecondary gland. 

(2) The interprimary group is wedged between the 
two primary bronchi and extends down on either side 
as far as the commencement of the lower lobe bronchi. 
The pulmonary artery is in front of this group and 
below in the mid-line it is separated by the oblique 
sinus from the left auricle and, further laterally, the 
upper two pulmonary veins. Posteriorly are the 
cesophagus and vena azygos major. 

(3) The right upper intersecondary glands are 
wedged between the upper lobe bronchus and the main 
secondary 
bronchus, 
and they 
are then 
continued 
down on 
the lateral 
aspect of 
the main 
seconda ry 
bronchus 
behind the 
corres- 
ponding 
branch of 
the right 
pulmonary 
artery to 
meet the 
dorsal 
inter- 
secondary 
gland. 

The right 
middle 
inter- 
secondary 
glands are 


Pas. 3. 

















Same dissection as Fig. 1, but showing posterior 


aspect. in the 
angle be- 
tween the middle and lower bronchi, in front of 


the artery, and to the lateral side of the lower 
pulmonary vein. 

The left middle intersecondary is aiso between the 
middle and lower bronchi and in front of the artery. 
The left upper intersecondary glands are inseparable 
from the upper intertertiary. This happens because 
the upper bronchi on each side are short and divide 
almost immediately into ascending, anterior, and 
posterior tertiary bronchi. 
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(4) Situated on the anterior surface between these 
are the upper intertertiary glands. The lower, middle, 
and dorsal intertertiary are further out in the lung 
fields and are not so constant. 


Irradiation. 

Since these glands lie in immediate contact with the 
trachea and bronchi, it occurred to me that radon 
seeds might be pushed from the inside, through the 
tracheal and bronchial walls, directly into them. 

In order 
to test if 
this was 
anatomi- 
eally pos- 
sible, I 
tried to 
insert 
seeds in 
cadavers, 
using a 
special 
trocar 


and can- j y 
nula op- astdon eine rat 
erating 
through a 
broncho- 
scope. In 
the first 
three cases I attempted to insert the seeds into the 
intersecondary well into the interprimary 
and tracheal glands, but in order to implant the 
intersecondary an extreme degree of displacement 
of the trachea and bronchi was necessary—more than 
would have been practicable in life and especially 
in carcinoma where the peribronchial or peritracheal 
infiltration sometimes considerably limits mobility. 
Moreover, the smallness of these intersecondary glands 
and their close adhesion to the pulmonary artery make 
implantation in any case extremely difficult. 

I therefore confined my attention to the tracheal 
and interprimary glands. Starting from the carina 
the medial wall of the right primary bronchus was 
inspected and in the alternate spaces between the 
cartilaginous rings seeds were introduced at points 
2 mm. anterior to the junction of the cartilaginous 
with the membranous portions of the bronchus. The 
same procedure was adopted in the left primary 
bronchus. The right tracheal glands were seeded 
from below upwards, the first seed being introduced 
just to the right of the mid-line in the first interspace 
above the carina, and then in alternate spaces until 
four to six had been introduced. The left tracheal 
glands may sometimes be very small but when this is 
so their space is occupied by fat. Three seeds were 
here introduced on the left anterior and lateral walls 
of the trachea in the first interspace above the carina. 
One seed was then introduced on the posterolateral 
wall of the left primary bronchus below the level of 
the carina and another into the lateral wall of the 
trachea above the others (Fig. 4). 

In this way I irradiated seven cadavers in all and 
had only three badly misplaced seeds. Two were 
loose in the pericardium and one was in the lumen of 
the esophagus. This was due, I think, to the intro- 
ducers used. My first instrument had a tip at an 
angle to the shaft which was excellent for the tracheal 
but unsuitable for the interprimary. I now use a 
straight tip for the interprimary and an angulated 
tip for the tracheal group. 

On dissection about 50 per cent. of the seeds were 
found buried actually in gland substance and the 


Fic. 3. 








! 
wter-primary 











Three transverse sections of Fig 1 The upper 
two are looking downwards and the lowest 
looking upwards 


as as 
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other half were lying in the fatty tissue round the 
glands. When the viscera had been fixed in formalin 
and the glands made firm, the seeds are more likely 
to enter the glands rather than push them aside and lie 
in the periglandular tissue. 

These experiments convinced me that only the 


Fie. 4. 


Fic. 6. 
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pulmonary artery while the middle intersecondary are 
situated just in front of this artery, which is to be 
found at the bottom of the oblique fissure of the lung. 
It is desirable (whether practicable I am not yet in a 
position to say) that at the thoracotomy stage this 
fissure be split down to the artery, the glands felt for, 


Fic. 7. 











Cadaveric experiment showing seeds in 
the interprimary and tracheal glands 
The bronchial tree is injected with 
barium paste ‘ 


tracheal and interprimary glands could be irradiated 
with accuracy through the bronchoscope. The inter- 
secondary glands lie beyond the reach of this method 
and would have to be dealt with from outside through 
a thoracotomy. These investigations on cadavers 
have also led me to consider the distribution of gland 
metastases in carcinoma of the lung. 
records merely state 
“metastases in the 
bronchial glands ~ 
and do not mention 
which of these glands 
contained micro- 
scopic or macroscopic 
deposits. 

Much more know- 
ledge is required on 
this problem. In the 
meanwhile I think 
that all the accessible glands must be irradiated in 
accordance with the methods about to be described. 


Post-mortem 


a 


B 
Radon introducer; 


IRRADIATION OF HILUM GLANDS 
THORACOTOMY. 
The thoracotomy should precede other methods, for 

by this we can determine the extent of the growth as 

against atelectasis, and to what extent the medias- 
tinum is involved which will be useful data when we 
are irradiating through the bronchoscope. Where 
possible the lung should be collapsed, the ribs spread 
to give full exposure, and the exact extent of the intra- 
pulmonary growth determined. On rare occasions 
lobectomy will be possible, but owing to adhesions 
and the invasion of the mediastinum the only treat- 
ment in the majority will be radon emanation in the 
form of seeds that do not require subsequent removal. 

It is at this stage that the intersecondary glands 
will have to be irradiated. The right upper and both 
dorsal intersecondary glands are situated along the 
posterior surface of the main descending limb of the 


THROUGH A 


Fics. 6 and 7 (Case 1).— 
three seeds and radon needle in position. 
(In these and subsequent figures the seeds have been picked out in black so as 


Fic. 





Anteroposterior radiograms of chest. Fig. 7 shows 


to show clearly on reproduction.) 


and irradiated. The intertertiary glands of the affected 
lobe will also be irradiated through the thoracotomy 
but in conjunction with the main mass of growth. 


IRRADIATION OF MEDIASTINAL GLANDS 


BRONCHOSCOPE. 


THROUGH 
Having settled the anatomical question the next 
most obvious § diffi- 
culty was the proba- 
bility of infecting the 
mediastinum. In 
order to investigate 
the bacteriology of 
the bronchi I under- 
took some _ investi- 
gations on dogs. 
With the aid of the 
bronchoscope direct 
swabs were taken 
from the primary 
bronchi. These 
showed that when 
the dogs, just prior 
to bronchoscopy, had 

been in. a clean 

atmosphere theswabs 

were sterile. Recently 

I have been taking 

swabs from cases 

of bronchial carcinoma. Five have been taken so 
far, two from patients with practically no sputum 


5. 


were sterile, while those from patients with 
sputum grew Streptococcus salivarius and ocea- 
sionally Micrococcus catarrhalis but no virulent 


or pyogenic organisms. 


en Further investigations 
the sterility of the 


tracheobronchial tree are 


on 
in 


progress, but the evidence so far is that we can assume 
that the bronchi are sterile in the absence of the usual 
signs of infection. 

Technique.—In order to prevent hemorrhage from 
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the punctures it was decided to employ a diathermic 
current to coagulate the track through the tracheal 
or bronchial wall. The instruments are therefore 
insulated with Bakalite (a boilable insulating material) 
except for the tip that pierces the bronchial wall. 
It consists of a cannula containing a_ blunt-pointed 
stilet, and when this is pushed home the tip of the 
stilet is flush with the sharp tip of the cannula. I use 
two different introducers (Fig. 5): (A) a straight tip 
with the bevel pointing forwards for the interprimary 
glands; (B) an angulated tip with the bevel pointing 
downwards. This is constructed to pierce the 
anterior tracheal wall where the angle of incidence is 
very small. The introducers are muzzle loaders and 
the seed is held in place with vaseline. 

Local anesthesia is quite sufficient. The patients 
are given potassium bromide grs. 30 one and a half 
hours before and an injection of morphia gr. }, 
hyoscine gr. 1/150, and atropine gr. 1/100 one hour 
before. The larynx, trachea, and bronchi are 
anesthetised with local applications of cocaine. 

The introducers may best be operated down a 9 mm. 

Jackson’s 
bronchoscope. Fic. 8. 
The seeding 
should proceed 
from below 
upwards in case 
of slight bleed- 
ing obstructing 
the view. The 
tip of the loaded 
introducer is 
pushed through 
the desired 
space between 
the rings, the 
stilet pushed 
home, and then 
a diathermic 
current of a few 
milliampeéres is 
switched on for 
three to five 
seconds accord- 
ing to the resist- 
ance of the 
patient (pre- 
viously tested with raw beef). The object is to give as 
little coagulation as is compatible with hamostasis. 








Cases Treated. 

Case I (under Dr. A. E. Gow’st care at St. Bartholomew's 
Hospital). A male, aged 60, by occupation a valet. Since 
April, 1930, he had suffered with cough, sputum, occasional 
hemoptysis, and pyrexia. Sputum was examined for tubercle 
bacilli on many occasions but was always negative. When 
seen in October he had a temperature up to 101° at times, 
had. 9 c.em. of thick sputum a day, and was extremely 
emaciated and frail. The physical signs were stony dullness 
and absent breath sounds at the right base. Wassermann 
reaction was strongly positive. X ray examination showed 
an opacity at the right base and the aortic shadow either 
enlarged or displaced to the left (Fig. 6). Lipiodol failed to 
enter the right lower lobe. 

On Oct. Sth, under local anwsthesia, I made a broncho- 
scopic examination and could see the right lower bronchus 
completely blocked with growth. A bronchial swab was taken 
and a piece of the growth removed with biopsy forceps 
for microscopy. The swab was sown on blood agar and 
in blood broth and these grew Streptococcus salivarius. 
The microscopic section was that of a polymorphic-celled 
carcinoma, 

Oct. 16th. Application of radon down the bronchoscope. 
Three seeds of 0-5 mm. platinum screenage and containing 


+1 wish to express my thanks to Dr. Gow and Sir Thomas 
Horder for their permission to publish this and the following 
case, 





Fics. 8 and 9 (Case 2) Anteroposterior radiozrams of chest Fig. 9 shows 
nine seeds in position, 


1-5 me. were introduced, one through the medial walls 
of the right and left primary bronchi and another through 
the anterior wall of the trachea just above the carina. A 
radon needle containing 5 mc. with a large bead attached 
to one end was then pushed into the growth blocking the 
right lower bronchus (Fig. 7). 

On Oct. 22nd the bead with the needle attached was 
removed. The growth blocking the lumen had shrunken to 
three-quarters of its size and pus was welling up from below. 
A tube was passed beyond the growth and as much pus as 
possible aspirated. The puncture holes in the tracheal and 
bronchial walls were looked for but could not be seen. 

The patient suffered no pain; the sputum and pyrexia 
continued, but were no worse than before bronchoscopy, 
until he died on Nov. 3rd. Post-mortem examination showed 
a diffuse purulent effusion over the lower two-thirds of the 
right pleural cavity. In the upper part of the right lower 
lobe was a breaking-down growth 2 in. in diameter. It 
surrounded the bronchus and was ulcerated into it. The 
rest of the lower lobe showed suppurative broncho-pneumonia, 
Growth could only be seen in the right upper intersecondary 
glands, but microscopic sections of the others are in prepara- 
tion. There were no signs of inflammation in the mediasti- 
num. The tracheal and interprimary glands were not 
adherent to the trachea. The seed intended for the right 
tracheal glands was lying between the glands and the 
trachea, but the interprimary ones were intraglandular. 
No macroscopic changes could be seen round the seeds, There 

were no secondary 
: deposits elsewhere 
Pic. 9. in the body. 


Case 2 (under 
Sir Thomas 
Horder’s care at 
St. Bart holomew’s 
Hospital). A male, 
aged 63, by occu- 
pation a dustman. 
Since July, 1930, 
he had complained 
of giddiness on 
stooping, cough 
with occasional 
blood-stained 
sputum, Since 
August he had 
had pain in chest. 
When seen at the 
end of October he 
was a_thick-set, 
well-nourished 
man, cyanosed, 
slight dyspnoea, 
and some dilated 
veins in the neck. 
He was apyrexial 
and had _ practic- 
ally no sputum, 
There was an im- 
paired note to the 
right of the 
sternum, but normal breath sounds in the right upper lobe. 
The Wassermann reaction was negative. X rays showed a 
shadow extending upwards and outwards from the right 
hilum and occupying almost the inner half of the upper and 
middle lung fields (Fig. &). 

On Oct. 23rd, under local anwsthesia, I made a broncho- 
scopic examination. The trachea was compressed and 
growth could be seen projecting into the lumen from the 
medial wall of the right primary bronchus, while the lateral 
wall was rigid and could not be displaced sufticiently to view 
the lateral surface of the bronchial wall. 

Oct. 27th. i pplication of radon doin the bronchoscope. 
Nine radon seeds of 0-5 mm. platinum screenage and con- 
taining 1-5 mc. were introduced, three through the growth 
occupying the medial wall of the right primary bronchus, 
one through the medial wall of the left primary bronchus, 
four through the right anterolateral wall of the trachea, and 
one through the left lateral wall of the trachea (Fig. %). 

After the irradiation the man ran an irregular temperature 
up to 101° for some days, and had sputum amounting to 
50-100 c.em. per day, but no hamopt ysis. 

Nov. 5th. Bronchoscopy. The growth on the medial wall 
of the right primary bronchus was larger, occupyin.: half the 
lumen; this was possibly due to edema. The puncture holes 
in the trachea were occupied by small yellow sloughs, while 
that in the left primary bronchus looked healed. There was 
some pus in the right bronchus which was removed by 
aspiration. Since Noy. 5th the temperature and pulse have 
returned to normal. 





These cases show quite clearly that irradiation 
of the tracheal and interprimary glands can be 
x2 


emp 
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carried out through the trachea and bronchial walls 
without setting up a mediastinitis. This assertion 
is made all the more confidently because one of the 
cases had already a bronchial infection. The cases 
were too advanced to expect any amelioration of the 
course of the disease, and no attempt was made to 
irradiate with a view to curing. Nevertheless, what 
was done was well tolerated by the patients and 
showed that the method could be used in the treatment 
of malignant disease of the lungs. 


Given now a moderately early case of bronchial | expenses of this research was defrayed by a grant from the 


carcinoma where lobectomy or a thorough irradiation 
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is possible, it appears to me that if the tracheo- 
bronchial glands were also irradiated the possibility 
of a cure would be enhanced. 


The anatomical work was carried out in the Anatomy 
Department at St. Bartholomew’s Hospital, and I would 
offer my most sincere thanks to Prof. Wollard for his 
valuable suggestions. I am also extremely grateful to Dr. 
G. F. Stebbing, Dr. D. S. Murray, and other members of the 
staff of the Lambeth Hospital for offering me facilities whict 
made this work possible. I am also indebted to Mr. Schranz 
of the Genito-Urinary Manufacturing Company, who made 
the instruments required for this work. A part of the 


Medical Research Council. 


CLINICAL AND LABORATORY NOTES 


SUCTION EXPLORATORY NEEDLE 
FOR EXUDATION INTO THE TYMPANUM. 


By Sir James DunpAsS-GRANT, K.B.E., M.D. EpIn., 
F.R.C.S. ENG., 
SURGEON (THROAT AND EAR), BROMPTON AND CANCER HOSPITALS; 


CONSULTING SURGEON TO THE CENTRAL LONDON THROAT 
AND EAR HOSPITAL, 


IN a case recently under my care an earlier recog- 
nition of a serous exudation into the tympanum 
might have led to treatment from which the patient 
at once received complete and lasting relief. 

The patient was a lady of middle age who had been 
deaf in one ear for four weeks, the deafness being 
accompanied by a distressing feeling of fullness in the 
head. She brought a note to the effect that her 
medical adviser had employed Politzer’s method of 
inflation and the catheter but without any improve- 
ment in the hearing. The tympanic membrane was 
much indrawn, but did not show the typical appear- 
ances indicating serous effusion, having extensive 
calcareous changes both behind and in front of the 
malleus. Politzerisation was almost without effect 
and the catheter produced but very slight improve- 
ment. It was only when I punctured the membrane 
with a suction exploratory needle and drew out a 


few drops of clear fluid that the nature of the condition 


was established and relief was obtained. A free 
incision in the postero-inferior part of the membrane 
brought about almost complete restoration of hearing. 

The suction exploratory needle differs from those 
previously employed in being attached to a U-shaped 
glass tube furnished with a piece of indiarubber 
tubing and glass tip for the explorers mouth. The 
interposition of the indiarubber tube for aspiration 
gives a greater degree of delicacy than a syringe can 
give even in the most skilful hands. The glass U-tube 
acts as an efficient handle, and if the proximal limb 
is shorter than the distal one the view is as little 
impeded as possible. In addition, the upper portion of 
the mount of the needle is flattened down (see Figure). 

In a case of epithelioma of the right side of the 
nasopharynx, complete deafness with distressing 
fullness in the corresponding ear occurred. Relief was 
immediately afforded for a time by aspiration with 
this needle, the fluid extracted being clear (serous) 
and sterile. The condition was one of hydrops e vacuo 
from mechanical occlusion of the Eustachian tube, 
with absorption of the contained air. The relief was 
only transitory but was quite appreciable and it was 
obtained again from time to time on a repetition of 
the puncture. 


Another case was that of a musician for whom I 
was removing nasal polypi in several sittings and 
whose left ear had almost suddenly got quite deaf. 
The membrane was indrawn and showed a greenish- 
golden sheen. Inflation produced little or no effect, 
but when | withdrew a few drops of clear fluid with 
the exploratory needle the hearing improved and, 
after a free incision, became normal. A temporary 








Suction exploratory needle. 


closure of the tube, inflammatory or traumatic, had 
evidently led to the development of the hydrops e 
vacuo of Bezold. 

Such cases, if not very rare, are certainly not very 
common and their nature is apt to be unrecognised 
by those who associate an effusion into the tympanum 
with bulging of the membrane, or who look for the 
typical black line of the level of the fluid, which is 
not present when the cavity is quite full and not 
visible when the membrane is opaque. A greenish- 
golden tint with a shiny surface may suggest the 
presence of an exudation. A myringotome will settle 
the question at once, but many patients dread the 
cutting of the membrane and when the diagnosis is 
uncertain the practitioner may hesitate to make the 
cut. A prick with an exploratory needle is more 
readily permitted, and I venture to recommend the 
one I have described as the most convenient I have 
come across. 

A lady of a certain age who consulted me on 
account of what was found to be a serous effusion 
into the middle ear insisted on being treated without 
incision of the membrane. Whether she would have 
allowed an exploratory puncture with the needle, I 
do not know. I introduced, however, a Weber-Liel’s 
tube through the Eustachian catheter, and by means 
of a large ear-syringe inserted into the Weber-Liel 
tube withdrew a few drops of clear fluid. After a few 
repetitions of the procedure the hearing returned to 
normal. It is difficult to decide how much of the 
good result was due to the suction and how much to 
the dilatation of the Eustachian tube, but probably 
some to each. 

It may be asked why a puncture of the drum often 
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makes such an immediate improvement in cases in 
which inflation by either Politzer’s air-bag or the 
Eustachian catheter has been unavailing. When the 
amount of fluid is small and the vacuum not very 
perfect, the inflation of air may disperse the fluid into 
the accessory cavities as well as out by the Eustachian 
tube, but when the tympanum is full ** to capacity, 
such inflation may produce compression without 
displacement. The negative pressure in these cases 
must be very high and must exercise its suction action 
on the walls of the Eustachian canal, drawing them 
together and increasing the tightness of the occlusion. 
Puncture of the drum relieves the negative pressure 
at once and breaks the “ vicious circle”’ if only for 
the time. Along with the transudation of fluid there 
is produced a swelling of the mucous membrane and 
it is obvious that if relief is not quickly afforded the 
liquid will become inspissated while the mucosal 
swelling becomes more organised. There are, then 
all the elements required for the production of the 
so-called chronic catarrh of the middle ear. 


This condition has, therefore, an importance of its 
own as compared with acute suppurative inflammation 
in which, after the rupture of the membrane, the 
parts often return to their normal condition. The 
necessity for early detection of the serous effusion or 
serous catarrh is, therefore, very obvious, and I think 
we are better armed for this purpose with such an 
exploratory needle as the one I recommend. 


RETROPERITONEAL H/MORRHAGE. 


A REPORT OF TWO CASES. 


By T. ILttypD JamMEs, M.B. WALEs, 
F.R.C.S. ENG., 
SENIOR RESIDENT MEDICAL OFFICER, PARK ROYAL HOSPITAL, 


RETROPERITONEAL hemorrhage, causing symptoms 
necessitating surgical intervention, is uncommon, 
and these cases are recorded to illustrate some of the 
difficulties in diagnosis and treatment. 


THE FIRST CASE, 

Traumatic Retroperitoneal 
Obstruction.—A man, aged 26, was admitted to hospital 
on July 18th, 1930. In attempting to stop a runaway horse 
and cart he was thrown to the ground and run over. On 
admission he was suffering from a moderate amount of 
shock. Temperature, 98-4° F. Pulse-rate, 88. There were 
abrasions over the sacrum and buttocks. No other 
abnormality was detected. On the following day he 
complained of a dull abdominal pain to the right of the 
umbilicus, associated with tenderness and slight rigidity 
in the right upper quadrant of the abdomen. The pulse 
and temperature were normal, and a diagnosis of contusion 
of the abdominal wall was made. The pain diminished with 
rest, and as there were no symptoms for four days he was 
allowed up on July 23rd. The next day he complained of 
a return of the pain, worse after taking food, and he vomited 
on two occasions. The pulse and temperature remained 
normal and there were no signs of peritonitis. The symptoms 
increased in severity and he vomited large quantities of 
greenish fluid on several occasions. On July 29th a mass 
was felt to the right of the umbilicus, the size of a small 
orange. The swelling was fixed and did not move with 
respiration. It was not in relation with the liver or the 
right kidney. The physical signs, with the history and 
symptoms, suggested a retroperitoneal swelling compressing 
the duodenum. 

On July 30th the abdomen was opened by a right para- 
median incision. A fluctuating swelling, the size of a 
tennis ball, was found behind the third part of the duodenum, 
obviously compressing its lumen. The peritoneum over 
the swelling was incised and blood-clot was evacuated. 
The right kidney and the head of the pancreas appeared 
normal and no bleeding-point was found. A very firm 
abdominal binder was applied after closure of the abdomen. 
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Convalescence was uneventful and the patient was dis- 
charged on August 20th. There has been no return of 
symptoms, 

The salient features of the case are: (a) nature of 
the injury ; (b) development of the hematoma after 
allowing the patient to resume activity ; (¢c) nature 
of the vomit—greenish fluid gradually increasing 
in quantity—consisting of stomach and duodenal 
contents only ; (d) nature of the pain, aggravated by 
food and relieved by vomiting; and (e) absence of 
any sign or symptom of intraperitoneal hemorrhage 
or peritonitis. 

THE SECOND CASE, 


Spontaneous Retroperitoneal Hamorrhage; Cirrhosis of 
the Liver.—An unmarried woman, aged 36, was admitted 
to hospital on Oct. 30th, 1928, complaining of general 
abdominal pain and vomiting of one day’s duration. She had 
suffered from similar ‘* bilious attacks ’’ for about 12 months. 
They were not sufficiently severe to interfere with her work 
and had no relation tofood. There were no features worthy 
of note in the personal or family history. 

The patient was a thin, pale woman with a lax abdomen, 
free from tenderness. The lower border of the liver was 
easily palpable and the kidneys freely movable. Barium 
meal showed a moderate degree of visceroptosis. Investiga- 
tion of the renal tract showed no abnormality. The 
Wassermann reaction was negative. A _ diagnosis of 
visceroptosis was made and suitable treatment instituted. 

On Nov. 7th she was suddenly seized with severe abdominal 
pain and vomiting. The abdomen was tender and rigid 
all over. Temperature was subnormal and the pulse 
rapid and feeble. The appearances suggested an “ acute 
abdomen,” and laparatomy was performed. There was 
an extensive retroperitoneal hemorrhage with haemorrhagic 
infiltration into the mesentery of the small intestine and the 
transverse colon. The retroperitoneal veins were greatly 
dilated. The liver was moderately enlarged, with the 
characteristic granular surface of cirrhosis. The other 
abdominal organs were normal. No blood or free fluid was 
found in the peritoneal cavity. The abdomen was closed. 
After a slow convalescence the patient was discharged on 
Dec. 13th. The patient was seen one year later; she was 
still subject to occasional attacks of abdominal pain and 
vomiting but there was no change in her general condition. 
A history of alcoholism was subsequently obtained. 


The important features of the case are the absence 
of definite signs of portal cirrhosis, the unusual site 
of the hemorrhage, and the fact that the symptoms 
simulated those of an acute intra-abdominal lesion. 


DISCUSSION. 

Osler ' has pointed out that the most extreme grade 
of portal cirrhosis may exist without symptoms ; 
so long as the compensatory mechanism is maintained 
the patient may suffer no inconvenience. The 
veins of Retzius unite the radicles of the portal 
branches in the intestine and mesentery with the 
inferior vena cava and its branches. To this system 
belong the whole group of retroperitoneal veins which 
are, in many instances, enormously enlarged, 
particularly about the kidneys, and carry a consider- 
able proportion of the portal blood. It is probable 
that in the case reported the hypertrophy of the 
retroperitoneal veins produced a compensatory 
mechanism sufficient to account for the latency of the 
symptoms. Hemorrhage from mucous surfaces is a 
common manifestation of portal cirrhosis ; the bleed- 
ing usually occurs at the site where the stress on the 
collateral circulation is greatest. 

Hemorrhages in the anterior abdominal wall have 
been recorded, and Carnot * has described haemorrhages 
associated with cirrhosis of the liver in the psoas 
and rectus abdominis muscles, with great enlargement 
of the para-umbilical veins. It is uncommon for such 
hemorrhages to be unassociated with more obvious 
bleeding and with evidence of a collateral circulation. 

As in the case recorded, retroperitoneal hemorrhage 
may give rise to symptoms and signs of some grave 
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intra-abdominal lesion. It is probable that vomiting, 
abdominal rigidity, meteorism, shock, and so on, 
are due to interference with the nerve plexuses in the 
retroperitoneal tissues and in the mesenteries. If 
the hemorrhage is extensive it will give rise to 
symptoms by mechanical obstruction and by the loss 
of blood. Diagnosis is usually possible only after 
the abdomen has been opened, and then the 
hemorrhage is best left alone, unless it is producing 
mechanical obstruction, when the clot should be 
evacuated. The general condition of the patient 
would probably be such that any of the usual methods 
of reinforcing the existing collateral circulation in 
portal cirrhosis (with the possible exception of inelud- 
ing the great omentum in the parietal incision) 
would not be entertained. 

Traumatic retroperitoneal hemorrhage, although 
rare, is more common than the spontaneous variety, 
and cases have been recorded by Choquard,’ Schneider? 
Summers,® and Hinton.® It usually results from 
direct trauma, as by blows, falls, or run-over accidents. 
Compared with the more serious results of such 
trauma—intraperitoneal hemorrhage from injury to 
a solid organ, or peritonitis from rupture of a hollow 
viscus—retroperitoneal hemorrhage is rare (2 out of 
53 cases discussed by Hinton). The bleeding usually 
arises from some small retroperitoneal vessel and 
may be diffuse or localised. Diffuse haemorrhage 


MEDICAL 


ROYAL SOCIETY OF MEDICINE. 


SECTIONS OF NEUROLOGY AND 
OPHTHALMOLOGY. 


AT a joint meeting of these Sections, held on 
Nov. 13th, the chair was taken by Mr. LEsLig Paton, 
President of the Section of Neurology. Dr. A. 
LINDAU opened a discussion on 


Vascular Tumours of the Brain and Spinal 
Cord. 


These growths, he said, had an importance greater 
than their numerical occurrence would suggest. 
Their division by Cushing and Bailey into two 
groups—angiomatous malformations and hwemangio- 
blastomata—marked a great advance, as the site, 
histology, signs, and treatment were different in the 
two groups. The telangiectases, which might be 
found deep in the brain stem, were rare and unim- 
portant. Venous and arteriovenous malformations 
were usually in the cerebrum, but might be found 
lower in the brain or in the cord. They consisted of 
numerous wide blood-vessels with intervening glious 
tissue. Angiomatous malformations always showed 
these traces of compressed nervous tissue between 
the vascular loops, and were associated with a sys- 
temic disorder characterised by trigeminal mevi, 
homolateral pial angioma showing calcification when 
examined by X rays, and a unilateral buphthalmus 
or glaucoma. The syndrome often occurred in young 
children but a family history was only occasionally 
found. In France the condition was known as 
‘syndrome névrocutané.”’ 

Quite different in type was the hamangioblastoma, 
known in France as “ angioréticulome.” This was 
essentially neoplastic, with a characteristic micro- 
scopical appearance. It was not rare; Dr. Lindau 
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gives rise to symptoms described under Case 2. 
Localised hemorrhage will form a tumour-like mass 
which may compress the least mobile parts ef the 
intestine and cause symptoms of intestinal obstruction. 
Retroperitoneal haemorrhage due to injuries to the 
kidney can usually be diagnosed by the physical 
signs and examination of the urine. 

Retroperitoneal inflammation due to injuries to the 
duodenum or colon gives rise to a cellulitis of great 
severity, with early rise of temperature and the 
rapid formation of an emphysematous inflammatory 
swelling in the loin. Diffuse haemorrhage is usually 
diagnosed after the abdomen has been opened for 
a suspected injury to some intra-abdominal organ. 
The bleeding-point is usually not found and the 
cases are best left alone. Localised retroperitoneal 
hematomas should be evacuated by incision, for 
they usually cause symptoms from pressure on the 
gut, or at a later date they may give trouble as 
retroperitoneal or mesenteric ‘‘ cysts.” 
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had met 17 cases. It usually occurred in the cere- 
bellum and sometimes in the medulla or cord, but 
not in the hemisphere. It might be either compact 
or cystic, and a cyst often showed a nodule in its 
wall. Often the colour was yellow. The structure 
seemed to be that of a nevus, but there was abundant 
intercapillary tissue, usually rich in pseudo-xanthoma 
cells. These were due to exudation of lymphocytes 
containing lipoids and their ingestion by the phago- 
cytic endothelial cells. The characteristic foam cells 
were due to lymph stagnation. Nervous tissue 
owing to its lack of lymphatie vessels—was unable 
to get rid of the fluid produced by the tumour and, 
as these hiemangioblastomata were very exudative, 
eyst formation resulted. Hzemangioblastomata in 
the hind-brain might arise from a vaseular anlage in 
or near the fourth ventricle. 

The underlying process at work might give rise to 
a general capillary angiomatosis of the central 
nervous system, with vascular tumours in the retina 
and hind-brain and growths in the pancreas and 
kidney. This syndrome revealed a family history in 
20 per cent. of cases. The growths in the abdominal 
organs were benign and were only revealed at post- 
mortem. The histological picture was often obscure 
and the lesion could only be identified in fresh 
specimens. Perdrau’s staining was of great value. 
Local treatment of the brain condition was likely to 
be successful, but the possibility of other lesions 
must always be borne in mind. The relationship 
between angiogliomata, angioblastic meningiomata 
and hemangioblastomata required further research. 


SURGICAL TREATMENT. 


Sir Percy SARGENT said that the grouping of 
vascular tumours into divisions must not be too 
closely insisted upon. It was hard to tell arterial 
from venous growths in the brain, and better not to 
try. The growths belonged to the pia mater and 
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were usually superficial. X rays might reveal ecalci- 
fied vessels. It was difficult to know how to treat 


them. Ligature might cause a temporary increase 
in paretic symptoms and —like ligation of the carotid 
gave little benefit. Death usually resulted from 


haemorrhage. 

In the cord the vessels seemed to be venous; as 
in the cerebral type, there was a curious matting of 
the arachnoid. The variability in the symptoms was 
characteristic ; grave attacks might be followed by 
long periods of intermission with conspicuous improve- 
ment. The cerebro-spinal fluid in three of his cases 
had been golden-yellow and had shown a slight 
increase of protein. The intermissions made. it 
difficult to estimate the value of treatment. Opening 
the theea might be beneficial, but the symptoms were 
not wholly due to mechanical pressure ; they were 
partly caused by circulatory disturbance in the cord. 
Ligation was harmless but ineffective. He described 
a curious case of thrombosed aneurysm of an artery 
of the pia mater, which had caused signs indicating 
a tumour in the region of the seventh cervical. 
Laminectomy had caused such profuse haemorrhage 


that the operation had had to be abandoned. 
Autopsy revealed a kind of cirsoid aneurysm 
involving the cervical muscles, the vertebra, and 


the membranes. 

Capillary nevoid growths in the pia and choroid 
came between hemangiomata and hemangioblasto- 
mata. Cysts constituted 10 per cent. of all intra- 
cerebellar tumours. Simple serous cysts were often 
seen in museums, but it was probable that some of 
these contained overlooked h:emangioblastomata. 
Parasitic cysts occurred, and Virchow had described 
a developmental cyst in connexion with the fourth 
ventricle; hemangiomata or gliomata. however, 
probably accounted for the majority of cysts. 


ANGIOMATOUS 


Mr. TREACHER COLLINS said that congenital 
abnormalities were found in the retinal and in the 
ciliary vessels. Those in the retinal were 
either angiomata—composed of fully formed vessels — 
or angioblastomata, composed of the cellular elements 
of blood-vessels and genuinely neoplastic. In angio- 
mata the vessels were remarkably tortuous and there 
was often an associated facial nwvus and sometimes 
symptoms of pressure on the cerebrum.  Angio- 
blastomata were characterised by a raised mass in 
the periphery of the fundus to which led a dilated 
and vein. 


FORMATIONS IN THE EYE BALL. 


vessels 


artery Cerebellar vascular cysts were 
often present as well. The growth was a mesoblastic 
neoplasm growing in a neuro-epiblastic structure. 


Sometimes the endothelial proliferation exceeded the 
vascular formation and a hiwmo-angio-endothelioma 
resulted. The characteristic appearances were due to 
the fact that the retinal arteries were end-arteries. 
The affection was always progressive and ended in 
blindness. The presence of tortuosity in the retinal 
vessels might assist the preoperative diagnosis of 
doubtful cases of cerebral tumour and of recurrent 
epistaxis. 

In the choroid, angiomata occurred in the posterior 
ciliary vessels. They were usually cavernous and 
associated with vascular nevi on the face. They 
were apt to develop a fibrous or osteotic membrane 
round them; this might be compared with the 
opaque capsule sometimes seen by X rays round 
cerebral angiomata. Sometimes the anterior ciliary 
blood-vessels were involved in facial angiomatous 
formations, and in this case the canal of Schlemm was 
obliterated and the iris thickened. This meant 
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obstruction and glaucoma; if the glaueoma occurred 
early in life the eye became buphthalmie. 
this kind were sometimes 
lateral epileptic symptoms. 

Ocular symptoms might be caused by intracranial 
hemangiomatosis apart from any growth in the eye 
itself; for example, papilledema from pressure or 
homonymous hemianopia from involvement of the 
visual cortex. 

Dr. J. G. GREENFIELD said that angiomata were 
usually congenital and often remained the same size 
throughout life. They might occasionally become 
sarcomatous. The term * hwmangioblastoma ” 
postulated a growing tumour, and small tumours 
which were not liable to grow were better called 
capillary hwmangiomata. The tumour might lie 
latent until some trauma caused seepage which led 
to cyst-formation. He showed specimens and slides 
illustrating the congenital nature, the family history, 
and the presence of more than one tumour in the 
patient. 


Cases of 


associated with contra- 


THE CLINICAL PICTURE. 

Dr. GEORGE Rippocn discussed the clinical picture 
of intracranial hemangioblastoma. The diagnosis, 
he said, rested on the age and the early intermittent 
hydrocephalic headache, which occurred early in the 
morning, often woke the patient up, might be brought 
on by coughing or sneezing, was sometimes asso- 
ciated with abnormal sensations, and was shooting 
in character. Characteristically late was the appear- 
ance of papilledema and cerebellar signs: giddiness 
on movement of the head or staggering. Nystagmus, 
dysmetria, and hypotonia might not appear until the 
disease was well advanced. The interval between 
the onset of headache and the appearance of cere- 
bellar signs was shorter with cystic than with solid 
tumours, and the course of the cystic syndrome was 
apt to be rapid once symptoms had appeared. The 
headache appeared earlier in the solid than in the 
eystic case. Dr. Riddoch described a case of intra- 
cranial hemangioblastoma in a tram conductor, aged 


24, who had had an epileptiform seizure with 
sensory loss, aphasia, and bilateral papilloedema. 
Operation had revealed a cyst in the left hemi- 


sphere with a small reddish-brown plaque in its 
wall. Afterdeep X ray therapy the man had returned 
to work. 

Dr. Dorotny RusseLi described from 
pathological museum of the London Hospital. The 
serpentine angioma or arteriovenous aneurysm 
occurred in the lepto-meninges and extended to the 
brain. It had no capsule, and the interstitial tissue 
was a fine reticulum. A Mallory’s preparation showed 
tongues of glia extending into the tumour, but the 
greater part was devoid of glia. In one case of capillary 
hemangioma there was a_ well-developed syringo- 
myelia in the cervical enlargement and extending 
below as far as the tenth dorsal. One case showing 
multiple telangiectases illustrated a condition which 
was probably a precursor of cavernous hemangioma. 
The cavernous type usually occurred above the 
tentorium, as a solitary area in which blood-vessels 
of various sizes were packed closely. There was no 
anatomical connexion with the meninges ; the growth 
was not cystic and formed a non-encapsulated system 
of capillary and cavernous spaces, often separated in 
the outer part by glia and surrounded by gliosis. 
The walls were made of collagen lined with a single 
layer of cells and without any trace of muscular or 
fibrous tissue. The presence of glia was not, however, 
a good criterion for distinguishing these growths from 


the 


Cases 
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the serpentine type. In one case bone trabecule were 
found in the collagen. Endothelial proliferation 
might be a distinguishing criterion, but some cases 
had been described in the cerebellum without this 
proliferation. These had affinity with capillary 
telangiectases and might be derived from them by 
organisation of spaces and fusion of walls. Capillary 
telangiectases were, however, very rare compared 
with cavernous hemangiomata, which formed a 
distinct group. Their relation with Lindau’s group 
was at present doubtful. 

Mr. L. Barue RAWLING described cases that he 
had seen. In one, headache and fits had been relieved 
by decompression, but five years later the patient 
had had an enormous hematoma on his right frontal 
region. This had been cured in time. Possibly decom- 
pression prevented a subdural hemorrhage, but laid 
the patient open to subcutaneous bursting of the 
vessels. Another case had had a congenital weakness 
of the left side, with fits, and a large angioma on the 
right side of the face. X ray revealed an angio- 
matous condition with calcified vessels in the right 
half of the cerebrum and an enormous mass in 
the occipital region extending deeply into the 
substance of the brain. Radium treatment had been 


instituted. 
Dr. PARKES WEBER said that the racemose menin- 
geal angioma above the tentorium was usually 


associated with a port-wine stain on the skin, and 
asked what cutaneous lesion was associated with 
Lindau’s disease—hamangio-endotheliomata mostly 


below the tentorium. He would expect the 
hemangio-endothelioma or h#emangio-xanthoma 
which was common in children. The cysts in 





the kidney were not those of polycystic disease 
which he preferred to call congenital cystic dysplasia 
of the kidney and liver because the associated 
condition of the liver was often fibrous rather than 
cystic. 

Dr. HENRY COHEN drew attention to some radio- 
logical features. He described a case of a boy of 14 
who developed epilepsy and at the age of 25 showed 
a left hemiparesis with signs of right parietal tumour, 
but without papilledema or headache. A _ bruit 
heard over the right parietal eminence was syn- 
chronous with systole and was obliterated by pressure 
on the carotid. Radiograms showed a depression in 
the skull with diploic veins radiating from it. 
Another patient with a similar bruit had left-sided 
Jacksonian epilepsy with a large port-wine stain 
over the whole left side of the body and a_port- 
wine nevus on the left side of his face. He had 
developed a right hemiparesis at the age of 38. The 
X ray showed areas of calcification on both sides of 
the skull. 

Dr. W. G. BARNARD showed a unique specimen : 
a capillary hemangioma above the tentorium. This 
resembled Dr. Riddoch’s case, and Dr. Barnard 
thought that the condition was only rare because the 
interest in it was of recent date. 


Dr. LINDAU, in reply, agreed with Dr. Greenfield 
that trauma must have some importance, but could 
not agree that the growths were congenital. They 
could be seen developing in the eye. He could not 
answer Dr. Parkes Weber's question about the 
cutaneous lesion, because only two cases had been 
reported and no histological details had been given. 
He agreed that the renal cysts in the Lindau syn- 
drome were not of the polycystic type; there would 
be only 10 to 20 small scattered cysts, while the 
pancreas would be full of them. 
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AT a general meeting of this Association held on 
Nov. 7th, with Dr. G. E. FRrENpD (Christ’s Hospital) 
in the chair, a discussion on 


Appendicitis, Acute and Chronic, 
Schoolboy 

was opened by Mr. L. E. BARRINGTON-WaARD, whose 

remarks appear in full on p. 1116. . 

Dr. FRIEND said he had understood Mr. Barrington- 
Ward to say that in acute appendicitis the condition 
was usually obstructive from the start. He had 
wondered whether, in the subacute type, there was a 
pre-obstructive stage which was diagnosable. Of 105 
cases diagnosed in his school during recent years 11 
were operated upon in the school and 89 at home. Of 
the school cases, seven showed appendix abscesses, and 
four acute catarrh which might have quieted down 
without operation. Of the 89, 78 were diagnosed at 
school and were watched ; symptoms subsided in two 
or three days, but the tongue remained furred, and 
there was persistent tenderness in the right iliac fossa ; 
operation at home was advised, and in 77 out of 
the 78 some abnormality of the appendix was found. 
In one case the appendix was thickened and a small 
quantity of pus was found shut up in the lumen, but 
the boy had shown no signs suggesting abscess after 
the attack. It appeared that the 78 cases which 
quieted down could not have been obstructive from 
the outset. Might there not be an acute catarrhal 
condition which could be diagnosed if seen early ? 
Boys, unfortunately, did not care to report sickness 
in the early stages. Statistics for Christ’s Hospital 
since 1889 showed a steady increase in the number 
of cases of appendicitis diagnosed and a reduction in 
the number of “ disordered stomachs.” He thought 
subacute cases could be diagnosed in the pre-obstruc- 
tive stage by the facts that the pain was not always 
localised, and that there was often no vomiting ; 
furred tongue and tenderness on deep pressure over 
McBurney’s point persisted after the attack. His 
treatment of these cases consisted of rest in bed, and 
eastor oil. The pulse and temperature were taken 
two-hourly and if there was no improvement he 
asked for a consultation. If there was improvement 
he gave a following dose of senna and a light diet. 
He was aware that opinion was against the use of 
castor oil, but he had never found it to be harmful. 


in the 


DISCUSSION. 

Sir Bruce Bruce-PorTER was of the opinion that 
attacks of appendicitis always began in childhood and 
were put down to some error of diet. He had always 
found, enlarged tonsils present in patients with 
appendicitis and believed the two were connected. 
Incontinence developing in boys after a bad bilious 
attack was usually due to an inflamed appendix in 
contact with the bladder. The sudden onset of 
dysmenorrhea in girls might sometimes be traced 
to a similar irritative effect of a diseased appendix. 

Dr. R. A. LeMPRIERE (Haileybury) found an 
objection to glucose and saline given rectally immedi- 
ately after operation; the previous constipation 
made a wash-out desirable before giving glucose, but 
this was liable to stimulate peristalsis at a time when 
the incised czcum required rest. It had not been his 


experience, moreover, that the pulse was invariably 
raised, and he quoted the case of a boy at Haileybury 
who had shown no physical signs until late in the 
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attack. The difficulty, in his opinion, lay with the 
mild, slight cases, without rise of temperature or 
vomiting and with only slight tenderness. In these 
he advised taking the pulse and temperature every 
half-hour, and asking for a consultation as soon as 
there was the slightest rise. He was strongly of the 
opinion that nothing should be given in the mean- 
time, and in any event never castor oil. If the boy 
vomited without relief of pain the parents should be 
warned ; even if the case appeared to be mild, opera- 
tion should be advised, as frequently the condition was 
found to be more serious than had been anticipated 
before the abdomen was opened. The expense of 
the operation was often a heavier burden to 
parents than surgeons realised. He could only think 
of two cases in which tonsillitis had preceded the 


attack. Although cases were now seen comparatively 
early it was seldom less than 12 hours from th — aset 
that advice was sought ; acute cases often ap ured 


to begin during the night. 

Dr. S. P. HuGeins (Wycombe Abbey) said that 
inflammation of small glands round the execum 
sometimes gave rise to doubtful symptoms; there 
might be pain and tenderness with a slight rise of 
temperature, simulating appendicitis. It had 
recently been suggested that the condition was due to 
an infected cxcum, but it was only occasionally 
possible to make the diagnosis without operation. 
He had used glucose and saline rectally following 
operation for a long time past. He usually tried to 
arrange for the bowel to be emptied before operation 
by means of a wash-out. Where castor oil had been 
given he always rebuked the mother, but nevertheless 
it often had the effect of bringing things to a head. 
A raised pulse-rate was important ; he quoted a case 
where the temperature was at first slightly raised and 
then averaged normal, while the pulse remained at 
90; operation revealed a diseased appendix. In his 
experience children with acidosis sooner or later 
developed appendicitis. In doubtful cases where the 
appendix was found to contain nothing but fecal 
material was it possible that it had been removed in a 
stage preceding the inevitable development of disease ? 

Dr. W. ATTLEE (Eton) pointed out that no single 
sign or combination of signs and symptoms gave a 
reliable indication of appendicitis. It was therefore 
dangerous to diagnosis any case as catarrhal and to 
postpone operation. Early operation had everything 
to recommend it; some normal appendices would 
certainly be removed, but many would prove 
unexpectedly to be seriously affected. Tuberculous 
glands and sometimes enteric might give rise to 
errors in diagnosis. 

Dr. HuGGINS quoted a case where a young girl had 
acidosis and developed an attack of appendicitis. 
Operation was postponed for 14 days and then a small 
abscess was found. Her pulse remained rapid for 
six months afterwards, which he thought a sufficient 
contra-indication of delayed operation. 

Dr. FRIEND said he had never known an appendix 
abscess to develop among the cases which he had 
watched, except in the case already quoted of the boy 
whose symptoms subsided completely in 24 hours; 
operation at home was advised, and a small quantity 
of pus was found encapsulated in the appendix. A 
competent surgeon had refused operation in the acute 
stage. He never postponed operation in cases where 
the diagnosis was certain. 

REPLY. 
Mr. BARRINGTON-WARD said he regretted the zeal 


shown for castor oil. It was possible to tell when oil 
had been given by the speed with which the appendix 
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burst. He had known many cases where it might have 
been removed clean if castor oil had not been given and 
provoked rupture. There were probably some cases 
where secretion in the lumen of the appendix gave 
rise to peristalsis and pain, associated with furred 
tongue and slight tenderness. There had been so 
much abuse of appendix operations in the past that 
he preferred to wait for more definite symptoms than 
those. Large tonsils certainly went with appendicitis 
in many cases. As for glucose, he preferred to give it 
as a solution and not with saline; it was absorbed 
readily as a solution and did not tend to increase the 
patient’s thirst. It was useful if an enema could be 
given before the operation, but if this was not possible 
a good nurse should have no difficulty in getting the 
solution absorbed. Four-hourly enemata of 6 to 8 oz. 
might be given rather than a continuous injection if 
there was any difficulty. He had not intended to be 
dogmatic when he said the pulse was always raised ; 
it was an important sign in deciding whether the child 
was ill or not, but there were certainly some cases in 
which there was not much rise, usually in children who 
had normally a slow pulse-rate; it was therefore 
valuable to know the normal rate. He was interested 
in the sign described by Dr. Lempriere—namely, the 
absence of relief of pain after vomiting. He had not 
previously been aware that inflamed glands round 
the cecum could simulate appendicitis, though they 
were frequently seen at operation. The differential 
diagnosis from tuberculous glands was always a 
pitfall, but one which could more often be avoided as 
experience increased. With paratyphoid confusion 
often arose, but the temperature was usually unduly 
high and tenderness was often fleeting. In appendicitis 
once the symptoms developed they went steadily on 
without remissions. 





.HUNTERIAN SOCIETY. 

AT a meeting of this Society on Nov. 17th, with 
Prof. A. W. SHEEN, the President, in the chair, a 
discussion on the 

Place of the Doctor in Industry 


was opened by Sir Davip MitNe-Watson, Governor 


of the Gas, Light and Coke Company. After an 
historical introduction, he pointed out that the 


question to-day was how the doctor could help 
industrialists to solve the human problems which they 
had to face. They were becoming more and more 
interested in what medical men had to say about 
making the factory and workshop more hygienic, and 
the work less fatiguing and monotonous. A very 
important part of the function of the doctor in indus- 
try was to examine the man entering upon employ- 
ment. In former days a man was engaged without 
medical examination, and often the work proved to 
be of a kind to which he should never have been put. 
The most enlightened firms to-day had every candidate 
for employment medically examined ; this was a great 
advantage to the man himself and a great saving to 
the employer. The doctor also undertook periodical 
examinations of the workmen, but these should not 
be too frequent. It was clearly the duty of industry 
to provide light, sanitary workshops, to make the 
lives of the workers as varied as possible (though this 
was very difficult in these days of process working), 
and to do whatever possible to eliminate unnecessary 
fatigue. Attention must also be given to means of 
recreation, and his own company also provided baths 
and ambulance rooms. At the same time it must 
always be remembered that the most important part 
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of the life of the workman was lived, not in the factory, 
but at home. Over the home conditions the indus- 
trialist could have little influence, and it was here that 
the help of the medical profession was most valuable. 

Mr. W. A. APPLETON, secretary of the General 
Federation of Trade Unions, said the doctor’s great 
concern must always be with the individual man or 
woman, and the first step was the development of a 


personal relationship with his patient. Modern 
legislation had affected that relationship, and 


threatened to affect it more. Formerly the doctor 
was under obligation only to his own honour and to the 
sick person ; to-day he was also under obligation to 
the State, which expected from him a considerable 
amount of clerical and statistical work which irritated 
him and might even militate against personal study. 
When to State regulation and bureaucratic direction 
were added changing expressions of invalidity and so 
forth, people had indeed cause to be perturbed. They 
might well wonder whether the practitioner would be 
able to satisfy administrative requirements, to keep 
in touch with pathological discovery, to do his duty 
to the patient, and to pay attention to the interests of 
the community so far as these were bound up in 
industry. Modern conditions and demands did 
indeed seem to be placing a great deal upon the doctor, 
and, looking at the matter from an outsider’s point 
of view, it did not appear that the doctor could, with 
credit to himself or profit to his patient, wander so far 
outside his own particular sphere as he was often 
expected to do. He might be intellectually interested 
in the whole scheme of industry, and he must be 
conversant with conditions leading to ill-health, but 
he would best promote its efficiency by promoting the 
health of those employed. 

Prof. E. L. CoLuis maintained that the duty of the 
medical man, on examining those who applied to enter 
industry, was not like the duty of the medical man 
eXamining recruits for the army. In the latter case 
he had to refuse the unfit, but in the case of industry 
what he had to do was to find out to what work the 
unfit could be put. The conditions in industry were 
so varied that work could be found for the halt and the 
blind as well as for the physically capable. The first 
thing that the doctor had to do was to try to provide 
the industrialist with people fitted for the various 
kinds of work for which the industry called. Until 
recently—up to the beginning of the present century 
at any rate—he had always felt that one of the things 
which was doing most harm to general health was the 
condition of life in the factories. Even at that time 
some attempt was made to teach the child the rules 
of health, but when that child, having some ideas as to 
the necessity for cleanliness and so forth in relation 
to health, left school and went to the factory, he found 
sanitation then wholly neglected. A great improye- 
ment had been made in this respect of recent years, 
and it was from the factories, when the hygienic work 
was properly organised, that the great rules of hygiene 
could be carried into the home. One of the results 
of the entrance of medicine into industry was the 
decrease of labour turnover—by which he meant the 
flitting of worker from factory to factory. <A factory 
employing about 1000 people might well in the course 
of a year engage 1000 people to keep its staff at the 
same level—that is to say, while a number of workers 
in the factory remained there continuously, there was a 
constant drift of casual labour moving in and out. 
A labour turnover of 100 per cent. per annum was not 
at all unusual, and more than half the accidents in the 
factory, and also the sickness absenteeism, occurred 
amongst those who were employed there for periods 
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of six months or less. There were still far too few 
firms which organised medical services for their 
employees. There was in London a society of doctors 
employed by industrial firms; its membership was 
less than 50, and it included most of the industrial 
physicians who were at work. In his belief not much 
more than 20,000 people worked in industries where 
there was supervision by whole-time doctors in the 
industrial service. This figure compared disadvan- 
tageously with America, where 2,000,000 workers were 
said to have this advantage. 

Dr. STRICKLAND GOODALL said it was the doctor's 
duty in the first place to ensure the recruiting of healthy 
material. It was a great mistake to recruit anything 
else. By recruiting only healthy people, all the 
healthy would gradually be absorbed into industry. 
and unemployment and unfitness would become 
synonymous terms. The examination of the recruit 
should be undertaken from three standpoints: (1) 
to see if he was physically fit ; (2) to see whether he 
was suitable for the kind of work he was going to do, 
which involved technical knowledge of the work on the 
part of the doctor; (3) from the point of view of the 
dominant disease, which to-day was cardiovascular 
disease. In 1911 there were 53,000 deaths from 
cardiovascular disease, and 15 years later the number 
had risen to 85,000. The main object of examining 
recruits was, of course, to ensure efficient workmen, 
and to carry on the industry with a minimal amount of 
off-duty time. From the recruit’s point of view it was 
entirely advantageous, because it prevented him from 

rasting his time learning a job he would never be able 

to do satisfactorily. Dr. Goodall mentioned that of 
61,000 men examined for employment with the 
London General Omnibus Company, no less than 44 
per cent. were rejected. In a works with which he 
had to do, employing 9000 or 10,000 men, about 21 per 
cent. were rejected. The second function was the 
maintenance of the health of the worker. The chief 
methods consisted of teaching the principles of general 
hygiene, first aid, periodical examinations—not too 
frequent, but systematie—inspection of buildings or 
ships as the case might be, arrangements for con- 
valescent care when necessary, and generally the 
giving of advice about recreational provisions. 





SHEFFIELD MEDICO-CHIRURGICAL SOCIETY. 


A MEETING of this Society on Nov. 5th, with Prof. 
GRAHAM SIMPSON, the President, in the chair, was 
devoted to a discussion on 


Chronic Abdominal Pain. 


Dr. E. F. SKINNER put forward two generalisations 
about pain: (1) its intensity varies inversely as the 
nervous stability of the individual, which may be 
diminished ‘by illness; (2) its significance varies 
inversely as the richness of its description. He had 
been struck by the fact that the patients who most 
complained of pain suffered from functional rather 
than structural organic disease. As a physical sign 
pain could only be useful when it recurred frequently 
enough in different people under similar conditions 
to make it recognisable. It was often an uncertain 
guide-post. He suspected that appendicectomy was 
often done merely on the grounds of chronic 
abdominal pain. The only pain which was really of 


diagnostic aid was the type of referred pain which 
had definitely anatomical localisation. 

Mr. E. F. Fincu said that from a clinical point of 
view pain could be regarded as due to tension. 


The 
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spontaneous abdominal pain complained of by a 
patient was usually vague and very ill-defined. It 
might become more localised as the peritoneum 
became involved but then was usually accompanied 
by physical signs. Pain being a purely subjective 
symptom there was a natural tendency to refer the 
patient at once to the radiologist or biochemist for 
further tests, and thus one of the most important 
methods of examination—namely, a careful clinical 
history—was apt to be neglected. The question of 
operation for chronic abdominal pain with no physical 
signs Was a matter of weighing evidence, and in 
arriving at a decision the most valuable opinion was 
that of the family doctor. 

Mr. W. W. KING described pain as the most valu- 
able of objective symptoms. When due to retro- 
version or prolapse it was relieved by lying down. 
If due to pelvic inflammation, endometrioma, or the 
malignant invasion of tissues, it was not much 
influenced by posture, and might even be worse at 
night. Recurrent pains were generally intestinal 
rather than uterine in origin. Retroversion —actual, 
partial, or imaginary—had been blamed for much 
pelvic pain, but pain associated with retroversion 
was not necessarily caused by it. In Mr. King’s 
opinion a mobile retroversion did not cause pain in 
nulliparse or in women after the menopause. Most 
retroversions in parous women did not cause pain, 
but some did. The pessary test was valuable in such 
cases. If the pain was relieved and recurred after 
the removal of the instrument, operation could be 
confidently advised. If the pessary test was not 
applicable to a particular case, operation might give 
relief but it was uncertain. Endometrioma was one 
of the commonest and the least generally recognised 
causes of abdominal pain. The large masses were 
easily recognised, but a small nodule often caused 
great suffering. 

Dr. JoHN WILKIE showed skiagrams and gave the 
clinical history of cases of abdominal pain caused 
by lymphatic leuk#mia, syphilis of the stomach, 
malignant growth of the lung, calcification of the 
pleura, and osteo-arthritis of the spine. 

Dr. A. G. YATES said that it was important not to 
forget that chronic abdominal pain might be 
due to diseases outside the abdominal cavity. Per- 
sistent pain was sometimes due to panniculitis. The 
thick folds of subcutaneous fat felt indurated and 
might be mistaken for a more deep-seated lesion. It 
was a good rule always to examine the pupils and 
the reflexes in cases showing abdominal symptoms. 
The abdominal crises of tabes might simulate gastric, 
duodenal, or other lesions. Nerve-root irritation by 
tumour or spinal caries were other possible sources 
of error. The functional cases, and especially those 
of so-called visceroptosis, were perhaps the most 
difficult of all. They were good examples of Adler's 
organ inferiority. The poor abdominal development, 
narrow chest, and acute subcostal angle with displace- 
ment downwards of the abdominal viscera constituted 
a perfect nidus for the development of a psycho- 
neurosis, and the pain in these cases, though real, 
was psychological and constituted a means of escape 
from some intolerable situation. 

Dr. ARCHIBALD YOUNG spoke of the humiliation 
which the practitioner felt in ascribing pain to some 
undetermined gastric disorder. It was often the way 
of least resistance to accept the patient’s own diag- 
nosis of a ‘‘ gastric stomach.” Exact diagnosis by 
means of X rays and fractional test-meals was 
impracticable for all cases, but years of practice 
developed a clinical intuition which enabled one to 
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select the right cases for complete investigation. He 
believed that chronie constipation was a great cause 
of pain. It often simulated duodenal ulcer. 

Dr. T. H. Harrison had found that certain types 
of work were liable to cause abdominal pain. He 
told of cases in which pain had disappeared on 
ceasing to work a treadle sewing-machine. 

Dr. JAMES MACKINNON said he saw no reason whiy 
the analogy of the hysterical knee, where all symptoms 
often disappeared after an exploratory 
should not apply to the abdomen. 
had no experience of such cases. Possibly because 
there was more to go at in the abdomen he had 
always found that something was done by the surgeon, 
but an abdominal operation for “‘ unclear” cases 
often led to no improvement, and such cases frequently 
underwent repeated laparotomies. 


operation, 
He personally 


Dr. R. K. Rowpertson agreed with Mr. Fineh in 
laying stress on the importance of tension. Probably 
fewer mistakes would be made if in any case of pain 
the question was asked if there was anything causing 
tension in any of the viscera. 

Dr. CUTHBERT BARRON pointed out that post 
operative pain was often the expression of an anxiety 
or an exhaustion neurosis in relation to the opera- 
tion. It was often the sensory nerves at the site of 
the operation which were disordered. Dyspepsia was 
the chief cause of pain amongst those who had not 
been operated upon. Both hypochlorhydria and 
hyperchlorhydria could cause chronic pain; the 
former was rare, but the latter was very common. 

The PRESIDENT suggested that as the causes of 
abdominal pain were so numerous and occurred in 
such diverse regions. the surgeon should cultivate 
the long abdominal incision after, of course, availing 
himself of all the resources afforded by X rays and 
the laboratory. 





ULSTER MEDICAL SOCIETY. 


AT a meeting of this Society on Nov. 13th, with 
Mr. Henry Hanna, the President, in the chair, Prof. 
LEONARD Parsons (Birmingham) gave an address on 
Celiac Disease. Diagnosis was difficult, he said, 
because the symptoms came on when the child was 
about nine months of age and were apt to be attributed 
to dietetic factors. The diagnosis depends on five 
main points: (1) passage of large fatty stools; (2) 
wasting ; (3) abdominal distension ; (4) anemia; and 
(5) evidence of deficiency disease, such as scurvy. 
oedema, tetany, or rickets. In a few cases xerophthal- 
mia and cataract had been reported. In coeliac 
disease during its earlier and severer stage rickets Was 
rare; but there was an osteoporosis, which Prof. 
Parsons regarded as prerachitic. Growth was at a 
standstill, and although fat absorption was markedly 
deficient yet enough vitamin D was absorbed to 
mobilise sufficient caleium and phosphorus to ossify 
these fragile and atrophic bones. When the diet was 
corrected, improvement took place and growth started ; 
late rickets might develop, since the absorption of 
vitamin D was now insufficient for the needs of the 
growing bone. 


Having discussed various theories of causation, 
Prof. Parsons described the treatment. The diet 
should be selected from protein milk, skim milk, 
casein, meat extracts, egg albumin, rabbit, breast of 
chicken, absolutely ripe bananas, potato crisps, and 
well-cooked cereals. Some children did better if 
small amounts of fat were allowed. Any change in 
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dietary must be made with the greatest care. It was 
very important to attend to the vitamin deficiency in 
such a diet. For the anzemia ferrum redactum and 
brewers’ yeast could be given, the value of both of 
these being due largely to the contamination of 
copper present. Massage was useful to increase the 
tone of the muscles, especially of the gluteals and 
adductors of the thigh, which were especially wasted. 
In children properly treated the prognosis was quite 
favourable ; genu valgum disappeared and multiple 
fractures of long standing united. Death was due to 
intercurrent infections and not to celiac disease itself. 
Prof. W. W. D. Tomson proposed a vote of thanks, 
which was seconded by Mr. P. T. CRYMBLE. 





NORTH OF ENGLAND OBSTETRICAL AND 
GYNACOLOGICAL SOCIETY. 


A MEETING of this Society was held in Manchester 
on Oct. 24th, with Dr. J. W. Burns, the President, in 
the chair. 

Dr. A. 8. GARDEN (Southport), in a communication 
on Mouth Infection as a Cause of Puerperal Sepsis, 
described a series of four cases in the Southport 
Maternity Hospital of patients developing fever from 
uterine infection after confinement. The first was 
delivered normally on Jan. 19th and developed a 
temperature of 102-6° F. two days later. Strepto- 
coceus pyogenes hemolyticus was isolated from a 
cervical swab. The second case was delivered by low 
forceps on Jan. 24th and two days later had a rise of 
temperature. The third case on Jan. 29th developed 
a rise of temperature on the second day, when the 
fourth case was confined, and her temperature rose on 
Feb. llth. The throats of the entire staff were 
then swabbed. One nurse was found to harbour 
hemolytic streptococci without symptoms. She was 
isolated from the wards; all members of the staff 
then wore masks during confinements and swabbings 
and no further rise of temperature occurred. 

In April Dr. Garden had personally supervised a 
normal delivery with a view to making observations. 
He found that the acting midwife, who wore a mask, 
admonished and encouraged the patient with words in 
which there was a frequent use of sibilants and labial 
consonants. He concluded that aseptic and anti- 
septic precautions were better carried out in a 
maternity hospital than in the home, that the danger 
from ‘‘ spray ”’ in institutions is greater because of the 
elevated labour bed, and that with more assistance 
there is more talking and “‘ spray.”’” He recommended 
that in all cases effective masks should be worn. 

Dr. Garden also described a case of cancer of the 


cervix complicating pregnancy, and a_ discussion 
followed. Dr. J. W. Bripe (Manchester) showed a 


fibroid weighing 14 1b. which he had recently removed, 
and Dr. C. P. BRENTNALL (Manchester) showed radio- 
grams of general edema of fetus and imperfect 
development of foetal skull resulting in complete 
extension of head. 








DIAGNOSIS OF MALIGNANT DISEASE OF THE LUNG, 
In our account of a meeting of the Medical Society 
of London last week (p. 1072) Dr. G. Vilvandré is 
reported as saying: ** He did not think carcinoma of 
the lung would be diagnosed in the X ray room... ”’ 
‘What I did say,’ he writes, ‘‘ was that I did not 
think early diagnosis of cancer of the lung was made, 
because the cases were sent so late and the disease 
was already advanced before the radiologist was 
asked to see the case.” 


MEDICINE AND THE LAW.—-NEW INVENTIONS, 
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MEDICINE AND THE LAW. 


Orthopedics and Faith-healing. 

WE described last week the action recently taken by 
the Stoke-on-Trent Corporation against Pastor 
Edward Jeffreys, an evangelist, at whose faith-healing 
meetings splints and surgical appliances were, it was 
stated, removed from crippled children. The corpora- 
tion required an undertaking that there should be no 
interference with the treatment of the children for 
whose care it is responsible ; it also decided to cancel 
arrangements for the use by Pastor Jeffreys of 
municipal halls. On Nov. 3rd the town clerk received 
a letter in which the evangelist explained that his 
only part with the sick and afflicted who attended his 
meetings was that of prayer. The letter declared that 
an open letter had been sent to Mr. Mitchell Smith, 
the orthopedic surgeon who had conveyed to the 
corporation the original complaints, with a challenge 
that ‘ for every one case he can prove is worse I am 
prepared to bring forward 20 who can testify to 
physical blessing and healing.” The material for 
examining this latter undertaking is at this stage 
hardly adequate and the challenge is thus the less 
likely to be taken up. A more satisfactory passage 
in the letter declared that, as the Bethel Evangelistic 
Society was primarily a spiritual movement and as 
the salvation of souls was regarded as of more import- 
ance than the healing of the body, the writer was 
prepared, ‘‘ for the sake of the Kingdom of God and 
the peace of the city,” to give his word that he would 
not touch any leg supports or plasters of any 
children under treatment by the various authorities 
of the district. ‘If it has been done in the past, it 
has always been with the consent of the parent or 
some responsible person.”” The corporation not being 
satisfied that the promise not to interfere with leg 
supports, &c., went far enough, the town clerk was 
directed to write afresh to Pastor Jeffreys. The 
latter in reply repeated his assurances in a form which 
the corporation felt itself able to accept. The 
controversy may therefore, it seems, be regarded as 
happily ended, and the ban placed upon the evangelist’s 
meetings in local public halls has been removed. 





NEW INVENTIONS 
RADIUM NEEDLE RECOVERY FORCEPS. 
THE purpose of this special pair of forceps is, in the 

main, to assist in the removal of radium needles. 
The point of the forceps is as fine as possible, tapers 
gently, and can be used as a probe. (The 
jaws of the forceps are longer and finer 
than indicated by the drawing.) When 
the head of 
the needle 
has been 
located, the ase 
forceps can Fu 
be opened 
and, with a little care, the head of the 
needle can be gripped into grooves in 

the point. I find these forceps very useful when a 
needle has become caught in the skin or in the fascial 
layers, especially if the thread has broken. They are 
also very useful for inserting radium needles in 
certain situations, as the point of the forceps them- 
selves can be pushed into the tissue along with the 
radium needle. The instrument is made by Messrs. 
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C. F. Thackray, of Leeds. 
Ropert R. Morrison, M.B., Ch.B. Glasg., D.M.R.E. 
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Atlas of Pathological Anatomy. 


Compiled by E. K. Martin, M.S., F.R.C.S. Bristol : 
John Wright and Sons. 1930. Pp. 487. 75s. 


FIVE years ago the editorial committee of the 
British Journal of Surgery, under the chairmanship 
of Lord Moynihan, decided to commence the publica- 
tion of an “ Atlas of Pathological Anatomy” as a 
supplement to their journal. To quote from the 
introduction, they realised that “‘ the study of morbid 
anatomy has of recent years been neglected and has 
been overshadowed by the advance of bacteriology. 
Many surgeons are of the opinion that this is to the 
disadvantage of the science and art of surgery, and 
consider that efforts should be made to stimulate 
the study of specimens obtained by operation or by 
autopsy. It is as a result of this feeling that the new 
‘Atlas of Pathological Anatomy’ has originated.” 
The first volume, compiled by Mr. E. K. Martin, has 
now been published. It is a fine production, contain- 
ing 302 illustrations, 135 being coloured. The work 
is divided into five fasciculi dealing with tumours of 
bone, diseases of stomach, breast, kidney, gall-bladder 
and bile-ducts, and inflammation of bone. The 
specimens selected give a remarkably complete survey 
of the subject, and the accuracy of their reproduction 
is guaranteed by the names of the artists concerned— 
Mr. Maxwell and Mr. Sewell for the naked eye 
drawings and Mr. Ford for most of the microscopic 
slides. The paper and printing maintain a high 
standard. 

In the preparation of a work of this kind two 
different methods may be used. The artist may 
be present either in the operating theatre or in an 
anteroom, where he may draw the specimen in its 
actual living condition. This, while ideal as regards 
colour and relations, has serious practical difficulties. 
For instance, Kast, Fraenkel, and Rumpel, adopting 
this procedure, needed 17 years to prepare their atlas 
for publication. The second much simpler method 
chosen in the volume under review is to confine the 
cases illustrated to museum specimens. This has 
the advantage that any reader sufficiently interested 
may visit the museum and inspect the actual material 
from which the illustration was drawn. The dis- 
advantage is that however well a specimen may be 
preserved its colour is never that of the living tissue. 
This applies with particular force to some of the older 
cases here illustrated ; for instance, no example of 
the common myeloma (osteoclastoma) of bone has 
any approximation to its true colour. 

The editing is open to criticism in one or two 
respects, the most serious being the labelling of the 
illustrations. There is no heading at the top of the 
page, but the museum name and number, in rather 
small type, are tucked away in the lower left-hand 
corner; the description, on a different page, has a 
large heading, but the reference number is again 
hidden, this time in the middle on the right. This is 
especially irritating when one description applies to 
several plates of the same case. It could easily 
be remedied in future editions by printing the same 
heading at the top of each page dealing with the same 
material. The function of an index again is to enable 
any subject to be turned up rapidly. It is annoying 
to be constantly referred to some other title. These 
are, however, only matters of detail; in essentials 
the atlas is a most satisfactory production, and we 
shall look forward with pleasure to the next volume. 


REVIEWS AND NOTICES OF BOOKS 
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This work should help to raise the literature of 
British morbid anatomy to the position which it 
held in the best days of the New Sydenham Society, 
A Short Practice of Midwifery. 

Tenth edition. By Henry Jewett, B.A., 

M.D. Dub., F.R.C.P.1., Consulting Obstetrician 

to the Department of Health, New Zealand ; 

Ex-Master of the Rotunda Hospital. London: 

J. and A. Churchill. 1930. Pp. 662. 18s. 

Tuis text-book of midwifery has now held its place 
as one of the most popular for over thirty years. The 
present edition appears to differ but little from its 
predecessors, the main change being found in the 
chapter on the treatment of eclampsia; this is par- 
ticularly well done, and puts forward the present 
position clearly and impartially. Many obstetricians 
will be surprised to find that the author regards 
“prophylactic pubiotomy”’ as the ideal treatment 
of cases of contracted pelvis likely to cause trouble. 
In this chapter he emphasises the fact that in cases 
of disproportion forceps should be applied only for 
maternal or foetal distress and not as a therapeutic 
measure for the treatment of the disproportion. This 
important principle of midwifery is rarely made so 
clear in the books. 

Most authorities are now agreed on the difference 
between contraction ring distocia and retraction ring 
distocia. The xtiology of the two conditions is 
quite different, and treatment which is safe in the 
former would be most dangerous in the latter. Dr. 
Jellett does not seem clear about the best treatment 
to apply; he discusses operative measures which 
would, however, be highly dangerous if the lower 
uterine segment were thinned. The proof-reading has 
not been carried out too carefully. One serious error 
occurs in describing the method of delivery by forceps 
in persistent occipito-posterior positions. Here, the 
face is described as slipping from behind the perineum. 
Such an error, obvious though it may be, is serious in 
a text-book designed for students. 

The book is easy to read and is well illustrated with 
clear and simple figures. It deserves to maintain its 
popularity for many years to come. 


An Elementary Course in General Physiology. 
By G. W. Scartu, Professor of Botany; and F. E. 
Luoyp, Macdonald Professor of Botany, McGill 
University, Montreal. London: Chapman and 
Hall. 1930. Pp. 258. 13s. 6d. 

“In contemplating vital processes we are at once con- 
fronted with phenomena which appear to be peculiar to 
life . . . . the increasing tendency of modern physiology is 
to analyse these into more fundamental, that is, physical 
and chemical, mechanism.” 

Witu these opening remarks the authors introduce 
their readers to a short course in general physiology, 
which has been planned with care. The book is 
divided into two parts, dealing respectively with the 
theoretical aspect, and instructions for the execution 
of practical exercises illustrative of the phenomena 
of life. The course is intended primarily for students, 
and in this respect it serves its purpose well, but 
the book could be profitably read by others who are 
desirous of familiarising themselves with the essential 
features of this branch of physiology. The various 
chapters deal with cell structure, surface tension, 
adsorption, diffusion, osmosis, H-ions, electric 
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potential, and colloids. The physical or chemical 
examination of all living tissues is open to the intro- 
duction of many fallacies, and these the authors are 
at pains to stress where necessary. The book is 
remarkably free from typographical errors, but in 
the first paragraph on page 221 the word ** hypotonic” 
seems to be a misprint for * hypertonic.’ An appro- 
priate bibliography is supplied at the end of each 
section. The authors respect the views of those who 
adhere to the vitalistie theory of life, and although it is 
their aim to support the mechanistic school of thought 
the reader is guided to an appreciation of the complex 
organisation of living matter, “so that in becoming a 
physical chemist he will not cease to be a biologist.” 


Dosage Tables for Roentgen Therapy. 
By Frrepricn VoLtz, Professor and Head of the 


Radiological Department, University Clinie for 
Women, Munich. Translated from the Second 
German Edition. London: Humphrey Milford, 
Oxford University Press. 1930. Pp. 120. 7s. 6d. 


AFTER seven Years a revision of this small and very 
useful volume was fully due, for X ray therapy has 
developed in many directions, especially on the 
technical side. 
to the work and the old ones have all been revised. 
The first edition has been for long the constant 
companion of all who work in therapeutic X ray 
departments. As the author explains, “it is not a 
‘prescription book but is directed entirely towards 
the estimation of physical quantities. This estimation 
is necessary and will remain so, for whatever stress 
is laid upon biological factors it must always be 
remembered that the biological effeet of X rays ean 
only be ascertained quantitatively by means of 
physical constants.” The book succeeds admirably 
in its purpose and has become an essential possession 
for all who use X ray therapy intelligently. 


Sick Children : Diagnosis and Treatment. 
By DonaLp Paterson, M.D., F.R.C.P., Physician 
to Out-patients, Great Ormond-street ; Physician 
for Diseases of Children, Westminster Hospital. 
London: Cassell and Co., Ltd. 1930. Pp. 538. 16s, 
Dr. Paterson has provided for the use of senior 
students and practitioners a volume of handy size 
dealing with certain aspects of pediatrics. It is 
highly condensed, and theoretical considerations 
have been to a large extent eliminated. Each section 
contains a brief synopsis of the wtiology, but is almost 
entirely concerned with the diagnostic features and 
the treatment of the condition described. The illustra- 
tions are numerous and of high quality. The account 
of the feeding of infants and children is rather more 
detailed than other parts of the book, and contains 
useful diet tables. The chapter on the respiratory 
system is particularly lucid, and its value is enhanced 
by a series of admirable radiograms illustrating 
the progress of disease. The methods of treatment 
described are in nearly all cases those which have 
stood the test of time, and attention is paid throughout 
the book to the general management of the child 
and to psychological considerations. 


Elements de pharmacodynamie générale. 
Par EpGarp Zunz, Professeur A lUniversité de 
Bruxelles. Paris: Masson et Cie. 1930. Pp.488. Fr.75. 
Ir has been said that modern science consists 
mainly in amassing details, and that the special need 
of the moment is the formulation of definite laws 
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from ascertained facts. ‘Prof. Zunz’s book is of parti- 
cular value in that it discusses the general principles 
of pharmacodynamics, and attempts to determine the 
laws which govern the action of remedial agents. He 
could not have been expected to succeed completely 
in this aim, for pharmacology is based on the funda- 
mental sciences of physics, chemistry, and physiology. 
in which, of course, finality has not been reached. 
But he is to be congratulated on the manner in which 
he has performed the difficult task of selecting his 
material, and on the judicious way in which he has 
handled it. He discusses the general principles con- 
cerned in the absorption, retention, and elimination 
of drugs, the ways in which they modify living tissues 
or are themselves modified, and the various factors 
which influence their action. Other chapters deal 
with tolerance, synergism, antagonism, the intricate 
subject of the relationship between chemical consti- 
tution and physiological action, and the methods of 
biological standardisation. Each chapter is followed 
by an exeellent bibliography drawn from a great 
variety of journals, which should prove of considerable 
assistance to those interested in the literature of the 
subject. 

Prof. Zunz’s work should stimulate further study 
of this important branch of medical science. 


The Psychology of Clothes. 
gy J. C. PLUGEL, B.A., D.Se. London : 
Press and Institute of Psycho-Analysis. 
With 32 illustrations. Pp. 256. 25s. 


Hogarth 
1930. 


Tuts book is the latest addition to the International 
Psycho-Analytical Library, a series of volumes issued 
under the general editorship of Dr. Ernest Jones, to 
which Dr. Fligel has already contributed a study of 
the influence of the family on the mental development 
of the individual, the evidence being derived through 
psycho-analytical methods. Of the present work 
the thesis is that an investigation of human dress 
from the earliest down to modern days will display 
the psychological relations of clothing. The inspiring 
character in “ Sartor Resartus”’ expressed the view 
thus—*‘ neither in tailoring nor in legislating does 
man proceed by mere accident, but the hand is 
ever guided on by mysterious operations of the 
mind.” 

The parts played by modesty, love of ornament, 
and need for protection are set out by Dr. Fliigel 
in a clear and amusing manner, and there is a 
particularly informing chapter on * sex differences.” 
Here the reflection that the more uniform and less 
decorative costume of modern women in the daytime 
is due to the active part now played by them in social 
life is an obvious one, but the remarks on the mascu- 
line renunciation of gay and elaborate clothes and its 
effect on male psychology are shrewd. Of less medical 
interest are the sections on the types of dress, the 
forces of fashion, and the evolution of garments, 
while the chapter on the future of dress conveys in 
a ter ative manner the view that the wearing of 
clothe, is but an episode in human history—a _ pro- 
longed episode as the author’s studies show—and that 
nudity will become the rule. 

The book is timely as well as good. The part 
played by the application of psychological teaching 
to «etiology and therapeutics becomes increasingly 
apparent, and knowledge such as is deftly con- 
veyed by Dr. Fliigel, which not long ago would have 
been considered by medical men as interesting because 
curious, is seen to-day to have many practical 
applications. 
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ACUTE APPENDICITIS. 


Boru in diagnosis and treatment abdominal 
surgery has made great advances during the last 
20 years but, judging by results, acute appendicitis 
has not been taking its proper share in this 
improvement. While estimates vary, there is 
general agreement, both here and in America, 
that the mortality unnecessarily high. 
E. R. FLINT gives it as 5-7 per cent. in a group of 
1080 cases at Leeds General Infirmary ; MCNEILL 
Love’s figures show a death-rate of 6-2 per cent. 
among 3123 cases treated in two London teaching 
hospitals; JEFF MILLER! finds 9-9 per cent. of 
fatal cases among 2415 admitted to the two largest 
institutions in New Orleans. GREY TURNER, on 
the other hand, is able to report a mortality of 
3-5 per cent. among 2252 cases of his own, and 
there can be little doubt that even this proportion 
could be much reduced if the knowledge in our 
possession were generally applied. The organisa- 
tion and provision for dealing with surgical emer- 
gency in municipal and urban districts is improving ; 
hospital accommodation is more adequate; but 
there is still need of a compelling sense of the 
urgency of acute appendicitis. The truth has been 
a little fogged by expert discussions on expectant 
treatment but, in fact, as Mr. BARRINGTON-WARD 
says on p. 1126 of our present issue, “ the whole 
surgical opinion of the world is agreed on one 
point. If a case of appendicitis is seen within 
24 hours of the onset of the attack, operation 
should be undertaken.’ There are, indeed, no two 
opinions on the treatment of acute appendicitis ; 
authorities differ only on the treatment of the 
peritonitis which may result from failure to remove 
the appendix in time. The best moment for opera- 
tion has then passed and it is these cases that 
account for the high mortality. Therefore, no 
effort should be spared to secure that every case 
is seen by a surgeon and submitted to .operation 
within 24 hours of the onset. 

‘ Earlier diagnosis ** is a cry one hears on every 
hand in surgery and medicine, but never with 
better cause than in acute appendicitis. Every 
vase which goes on to perforation should be 
regarded as a failure, and if there is a failure of 
this kind the responsibility presumably ls with 
one or more of those concerned—the patient, the 
practitioner, and the surgeon. Clearly the patient 
often has himself to blame. He seldom knows, for 
instance, that the appendicular pain is usually 
referred to the centre of the abdomen above the 
umbilicus ; if he did, he would go to his doctor in 
this, the stage of obstruction of the appendix. 
But instead the disease proceeds unobserved to 
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involvement of the visceral peritoneum, made 
manifest by pain in the right iliac fossa. Then the 
patient himself—unless unlucky enough to be a 
child—will probably suspect the possibility of 
appendicitis, and seek medical advice. But already 
much damage may have been done. Self-medication 
is becoming increasingly common, and for general 
abdominal pain the parent, the chemist, the 
school matron, or the nurse still recommend 
“a good dose of castor oil.” The danger of this 
dose must be more widely appreciated. Lord 
MoyNInAN is reported to have said that he never 
saw a ruptured appendix in which purgation was 
not only an impressive antecedent but a definite 
cause. We must somehow teach, until it is general 
knowledge, that the treatment of abdominal pain 
is to put the patient to bed and send for a doctor. 
Only the doctor can decide when, if at all, a 
purgative is needed and can be safely given. 
When the practitioner diagnoses appendicitis, 
what is he to do? If there is an area of localised 
rigidity in the right iliac fossa the appendix is 
probably turgid, obstructed, inflamed, and on the 
point of perforation. The case is an emergency ; 
there is one line of treatment only ; no time may 
be lost before the appendix is removed. The 
choice of nursing home or hospital, the giving of 
enemata, the examination of the blood—these 
must not delay getting the patient to the theatre, 
for no stage in the disease is as urgent as this. 
If peritonitis or an abscess is already present 
when the case is first seen, preparation for opera- 
tion should proceed, for the decision to delay 
operation should rest with the surgeon, and 
expectancy is only permissible under his immediate 
supervision with the theatre ready at hand. Even 
if the practitioner thinks that delay offers the best 
chance he will be well advised to call a surgeon as 
soon as possible, for only by repeated examination 
‘van the latter determine whether peritonitis is 
subsiding or extending. His decision may be 
far from easy, for even “simple”’’ cases may 
require the best of surgical judgment and tech- 
nique. It is now generally agreed that a limited 
approach is undesirable where there is doubt of 
the diagnosis, but in the presence of peritonitis 
there is much to be said for a lateral incision, since 
it causes less disturbance of limiting adhesions, 
and therefore less soiling of the general peritoneal 
cavity. The fixity of the appendix adds to the 
difficulty of its removal ; a minimum of manipula- 
tion of the inflamed ileum is desirable ; and on 
this account the lateral oblique incision of Mortson 
is preferred by many, and allows of convenient 
drainage of the appendix bed and usually of the 
pelvis. The essentials of the after-treatment are 
well understood and generally practised—namely, 
rest and the maintenance of the fluid supply by the 
rectum. Purgatives must be avoided until the 
toxemia and ileus are passed and the enthusiasm 
of the efficient sister, to whom the giving of 
aperients is often deputed, must accordingly be 
curbed. Intestinal paralysis, with its silent dis- 
tension and slow poison after the early use of 





purgatives is only too ready to return. 
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DENTAL CARIES AND DIET. 
THE causes of dental decay in children are still 
the subject of lively controversy. One school 
holds the view that caries is produced by lack of 


oral cleanliness, and that the best diet for its 
prevention is the one which avoids bacterial 
multiplication in the mouth; the other school 


maintains that the chief predisposing cause of 
caries is the faulty nutrition of the teeth, due to the 
imperfect calcifying properties of the diet. This 
latter point of view was first put forward by 
M. MELLANBY many years ago, and she has since 
supported it by a mass of experimental evidence 
and clinical observation, including a demonstration 
that caries in children can be arrested by.supplying 
those dietetic factors which promote good calcifica- 
tion of the bones and teeth. The dental officer and 
physician in charge of the department of pediatrics 
in the University of Iowa College of Medicine 
reported in 1928! that they had observed a 
number of instances of arrested caries in children, 
and on examining the records of the cases had 
found that without exception these children were 
diabetic patients who had been under treatment 
for six months or more. The disease itself was not 
responsible for the arrest of caries, for in many of 
the children during the early periods of observation 
active spread of caries was obviously taking place. 
The diets given to these patients consisted largely 
of milk, cream, butter, eggs, meat, cod-liver oil, 
bulky vegetables, and fruits. The predominating 
features of these diets are their richness in fat- 
soluble vitamins and mineral salts, and their 
poverty in carbohydrate, especially carbohydrate 
in the form of cereal. It was noted that with these 
diets caries was arrested whether the usual routine 
of oral hygiene was scrupulously carried out or 
entirely neglected. Observations have since been 
made by the same workers? on the arrest of caries 
in children not suffering from diabetes. It was 
very soon found that the diabetic diets were just 
as efficient in producing arrest of caries in other 
children ; unless, however, continuous supervision 
was exercised over the food actually eaten by 
these children, active caries would begin again 
after it had been arrested. It is mentioned that 
the children were allowed sweets after their meals, 
but not at other times. Considerable variation 
in the distribution of calories between fat and 
carbohydrate was found to be compatible with 
arrest of caries. Provided that cod-liver oil, 
a large quantity of milk, and a certain amount of 
fruit and fresh vegetables were given, arrest of 
caries was observed both when large amounts of 
fat and when large amounts of carbohydrates 
in the form of sugars or other simple carbohydrates 
were included in the diet. Large unfilled cavities 
in which acid-producing bacteria could collect 
were purposely left in some of the children receiving 
the protective diet, and in no case did the caries 
progress as the result. It was known that some 
of the children in whom arrest of caries was 





» Boyd, J. D., and Drain, C. L.: 
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determined did not use a toothbrush. 
cases the parents maintained before treatment 
was begun that their children were already 
receiving substantially the same diet that was now 
being recommended for them, and it was only by 
insisting that definite fixed quantities of the 
protective foods should btw regularly taken by the 
children that the desired results were obtained. No 
details of individual cases are reported in these papers, 
but the conclusions are in line with the clinical 
results previously obtained by Mrs. MELLANBY. 
In each case the dietetic factors which produced 
arrest of caries were essentially a liberal supply of 
foods rich in fat-soluble vitamins and a minimal 
supply of cereal. Both are in favour of the view 
that the cause of dental caries is rather a general 
metabolic disturbance affecting the nutrition of 
the teeth than a local process arising from faulty 
oral hygiene. 


In some 


~ 
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NEW METHYLATED SPIRITS REGULATIONS. 


SUBJECT to a protest made below in a matter 
to which the Earl of Donoughmore’s Committee 
on the powers of departments is doubtless giving 
attention, we welcome the fact that the new 
Methylated Spirits Regulations (which will come 
into force on Jan. Ist) are accompanied by valuable 
explanatory notices. Part X. of the new Regula- 
tions deals with industrial methylated spirits for 
medical and other purposes. Article 50 in Part X. 
concerns wholesale chemists and dispensing chemists 
and their authority to receive industrial methy- 
lated spirits for sale. Article 51 concerns dis- 
pensing chemists and their authority to receive 
such spirits for dispensing purposes. Article 53 
deals with medical practitioners, dentists, vet- 
erinary surgeons, hospitals, and nursing homes. The 
Commissioners of Customs and Excise circulate 
an explanatory notice in respect of each of these 
three Articles. Industrial methylated spirits are 
defined as consisting of 95 parts of ethyl alcohol 





denatured with 5 parts of wood naphtha. A 
medical practitioner or other person or body 
within Article 53 may obtain such spirits in 


quantities not exceeding half a gallon at a time 
from any authorised wholesale chemist or dis- 
pensing chemist merely on a written order signed 
by a medical practitioner, dentist, or veterinary 
surgeon. Hospitals and nursing homes, suggests 
the official notice, should arrange for a doctor to 
whom they are known to sign orders for them. 
Apart from this provision, any medical practi- 
tioner, or other person or body within Article 53 
may, on application to the nearest officer of Customs 
and Excise, obtain authority to receive industrial 
methylated spirits. Such officers presumably are 
not to be found by merely shaking the branches 
of the nearest tree, and it would have been helpful 
if the notice had contained hints for their dis- 
covery. Armed with the necessary authority the 


practitioner or other person forwards a requisition 
in an official form from a book which the officer 
will supply. On the requisition a methylator may 
supply not less than five gallons at a time. or an 
authorised wholesale or dispensing chemist may 
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sell quantities not less than four gallons at a time. conceivable reason why these ** conditions ”’ could 
Under whichever of these provisions the spirits not have been inserted in the Regulations them- 
are obtained, they must not be used or disposed selves. It is bad enough that Acts of Parliament 
of for any other purpose than (a) making up should be meaningless and unworkable without 
articles to be dispensed for medical, surgical, reference to “ Statutory Rules and Orders” made 
dental, cr veterinary purposes; or (b) use or dis- under the Acts. It is far worse when even these 
pensing (without admixture or diluted with water) Rules and Orders are supplemented with further 
for some medical, surgical, dental, veterinary, or subordinate legislation. We seem to have heard 
scientific purpose. of the legal maxim delegatus non potest delegare. 

Not all these provisions seem to be patent upon If the maxim has any force, is a department 
the face of the Statutes or the new Regulations entitled, when a power of legislation is delegated 
made thereunder. This brings us to the protest to it, to delegate to itself indefinitely some further 
which we desire to place on record. Article 53 power of legislation? Even if such conduct is 
refers vaguely to conditions which the Com- legally correct, it is slovenly and inconvenient. 
missioners of Customs and Excise may prescribe. Acts and Statutory Rules and Orders should be 
It appears from the accompanying notice that the complete in themselves. The medical practi- 
Commissioners have in fact prescribed at least tioner who painfully studies and obeys them should 
two important conditions. One is that no greater be immune from further prospective penalties. 
quantity than one pint of industrial methylated But, as the law of industrial methylated spirits is 
spirits is to be dispensed at one time to or for the likely to stand next year, a doctor may find him- 
use of one person, either alone or as an ingredient self in trouble for non-compliance with something 
in any article. The other condition is that every “ prescribed ’’ with less than the proper formality 
bottle dispensed to a patient must be labelled and publicity. Even the restrictions imposed by 
for external use only ” or “not to be taken” or Regulations under the Dangerous Drugs Acts 
otherwise to the same effect. We can see no never went so far as this. 


ANNOTATIONS 


MEDICINE AND THE STATE. In commenting on these points Sir Arthur 

Tue Public Health Congress was opened at the Newsholme acknowledged the debt owed by the public 
Agricultural Hall on Monday last by the Minister of health service to lay experts and to the devoted work 
Health. At this time, when schemes of State and in the past of private charity, in general practice, in 
universal medical service are being discussed on all poor-law provision, and in hospital work. Mentioning 
sides, it is natural that the first subject prescribed for the “ abuse ” of the hospital by the panel patient, he 


discussion should have been ‘* Medicine and the took occasion to upbraid the abuse of the patient by 
State.’ Sir Arthur Newsholme, in a paper read at the hospital—the waste of time and perfunctory work 
the opening session, laid down as governing principles involved in the present system of seeing patients 
the following nine postulates: “Every member of without appointment. The public health authorities. 


the community should have, so far as essentials are he said, would be happy to hand to the family doctor 
concerned, equal provision for the treatment of illness. their work for infants, children, and the tuberculous 
Complete medical service must be available as soon as the country developed a general practitioner 
gratuitously for all who cannot pay. The patient's system which would ensure the regular and reliable 
welfare forms the primary and predominant considera- overhaul of every child and patient. The excessive 
tion in all planning for a ‘ general medical service. expenditure on social services could not be met by 
A consultant service and all necessary specialist and stopping any medical service; it could be met by 
ancillary forms of diagnosis and treatment should be coordination and curb on overlapping and extrava- 
available for the individual patient, normally through gance. Often ad hoe buildings and staffs were 
the agency of the family doctor. Treatment should provided for each service, where a single health centre 
be educative. The causes and conditions leading to would be more efficient as well as more economical. 
illness should be sought out and, to the full extent The day of single-handed medical practice is past. 
practicable, preventive advice should be given and Sir Arthur declared, but expert assistance must only 
preventive action taken. Neither medical practitioner be available in collaboration with the ordinary medical 
nor medical officer of health should allow his attention attendant, who must learn to be a medical officer of 
to be monopolised by treatment, thus diverting study health in the range of his own practice, and must not 
and action from preventive measures. The individual lose his essential position as family adviser. The 
doctor can only fulfil the immense possibilities of increase in specialised knowledge which makes 
good implied in his relationship to his patient when he it so hard for one man to be an adequate medical 
is imbued with a living appreciation of the profoundly adviser could be largely met by grouping practitioners 
ethical importance of his work and his teaching. For in an area, so that the opinion of each or all was 
medical treatment the family, not the patient, should available for any patient. In conclusion, Sir Arthur 
be the unit. It is in the interest of the family, ceteris touched on the vexed problems of over-prescribing 
paribus, that one doctor should be able to examine and and certification, suggesting as remedies that the 
advise every member of the family. It is dishonest doctor should resolve never to give a prescription that 
to assume and continue responsibility for the treat- he would not give to his own family, or that was only 
ment of a patient unless one has sought to obtain a placebo to cover inadequate understanding of the 
accurate knowledge, determined by detailed examina- patient’s condition ; that the patient should pay a 
tion of his physiological systems, of the patient’s part of the cost of drugs; and that the sickness 
fundamental conditions of health.” insurance societies should be regionalised and placed 
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in some respect under county and county borough 
administration so that excessive sickness could be 
analysed and investigated. 


WA OCULAR NEUROSES AND SO-CALLED 
: EYE-STRAIN, 

How are we to treat a patient who complains of 
persistent pain and discomfort in the eyes when the 
most painstaking examination can find no error of 
refraction, except such as has already been corrected 
by appropriate glasses, no defect of muscle balance 
that could possibly cause the symptoms complained 
of, no undue demands on the accommodation, and 
no abnormality of the conjunctiva, cornea, fundus, 
lens, or other structures of the eye, or defect in their 
functional activity ? In these cases there is a tempta- 
tion to tell the patient that he is suffering from 
* eye-strain’’ and to prescribe rest from near work, 
when there is no certainty that the diagnosis is the 
correct one or the treatment likely to be effective. 
Or it may be that discovering an error of a quarter of 
a diopter, or even of one-eighth, in the astigmatic 
correction that the patient is wearing, or an error of 
5° in the axis of a weak oblique cylinder, we are 
inclined to attribute everything to that. It may 
be that there are patients to whom such diagnoses 
are applicable, but they are certainly very rare. 
Dr. George 5. Derby, of Boston, speaking at the 
eighty-first annual session of the American Medical 
Association last June,'! expressed the opinion that in his 
country the ophthalmologists produced more neuroses 
than they cured. ‘ Eye-strain,’ he says, “is a 
terrible and serious bugbear to the public; would 
that the word had never been coined.’ And again, 
‘It is far more dangerous to tell a patient to rest a 
healthy pair of eyes than to use them. Many a 
sensitive patient has been made hypersensitive by 
the prescription of rest and dark glasses.”” Without 
questioning the importance of correct refraction he 
implies that the injury inflicted by incorrect glasses 
is far less than that due to the unnecessary prescription 
of glasses at all for patients who are inclined to be 
neurotic. As an example, he cites the case of a 
healthy man of 48 who, complaining of some dis- 
comfort of the eyes with normal vision but a hyper- 
metropia of plus 1:0 D., had had spectacles of plus 
1:0 prescribed for distance. He had further been 
advised to give up smoking, card-playing, the movies, 
driving a car, and reading, and to lie down every 
afternoon to rest his eyes. All this advice he had 
followed without the slightest benefit, and he still 
suffered from aching eyes. On returning to a 
normal life and giving up his distance glasses, 
so that his attention was taken away from his 
supposed eye troubles, he was cured. Dr. Derby's 
treatment of these cases is to discuss with them their 
habits of life and suggest improvements. Rarely, 
he says, is it necessary to callin a trained psychologist. 
In 95 per cent. of these cases what is needed, he finds, 
is a willingness to spend some time in studying the 
case, and sound common sense. In the discussion 
that followed Dr. Derby's paper there was general 
agreement with his point of view, though some 
speakers were inclined to criticise him for laying too 
little stress on the necessity for an absolutely accurate 
refraction. This sort of criticism would also probably 
be made by many in this country who believe, with 
Mr. Ernest Clarke, that the difference of a quarter, 
or even an eighth of a diopter, in the strength of a 
cylinder may make all the difference between comfort 
and discomfort for the patient. It probably depends 
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upon the patient, and no rule can be laid down which 
shall be applicable to everyone. In the case of purely 
spherical corrections of a minimal degree, however, 
there can be no question that it is a mistake to insist 
on the wearing of glasses for distance in the hope that 
it will cure symptoms, unless the prescriber relies 
on the power of suggestion rather than on that of 
common sense. 


FUNCTIONAL ALBUMINURIA IN CHILDREN. 

THE occurrence of albuminuria in children and 
adolescents in a functional, cyclical, or orthostatic 
form has attracted attention for many years. Exten- 
sive investigation has always been diflicult, because 
there are obstacles in the way of collecting numerous 
specimens of urine from groups of healthy young 
people, and apart from H. H. Bashford’s studies at 
the General Post Office,! most of the information 
published in this country has been derived from 
insurance work and examination of recruits for the 
Army. ‘The results of a large inquiry are now recorded 
from Kharkov in the Ukraine by F. Levitus and 
W. Rabinowitsch,? who have observed the incidence 
of functional albuminuria in a group of 1421 healthy 
school-children ranging from 8 to 14 years of age. 
From a single analysis 197 children were found to 
have abnormal urine, a percentage of 13-8. Up to 
the age-limit of 14 the oceurrence of albuminuria 
increased with age, and a sex difference, noted by 
other authors, was shown by the fact that girls in 
the younger age-groups, between 8 and 12, had a 
higher percentage of albuminuria than boys. Some 
writers have maintained that the presence of acetone 
bodies in the urine in addition to albumin is a feature 
of these functional cases, but Levitus and Rabino- 
witsch found no such association in two-thirds of the 
ceases. The amount of albumin varied from a trace 
to 3-3 parts per 1000. The presence of renal epithe- 
lium besides albumin was noted in 69 per cent. of 
cases, and casts as well in 12-7 per cent. Thus the 
presence of these bodies did not by any means nega- 
tive the diagnosis of functional albuminuria. It was 
realised that a single specimen of urine is useless for 
exact diagnosis of functional albuminuria, so two 
groups of 100 children were selected in one of which 
a single examination had shown normal, and the other 
abnormal, urine. In both groups four specimens of 
urine were collected during the day. By making the 
children micturate once during the night, two to 
three hours after they had gone to bed, it was arranged 
that the morning specimen should contain none of 
the previous day’s urine. Three other specimens 
were obtained, at midday, afternoon (3 to 4 P.M.), 
and evening (8 to 9 P.M.). Although the morning 
specimens contained albumin much less often than 
those obtained later in the day, they were by no 
means always free from it, and there seemed to be 
no definite optimum time of day for obtaining either 
positive or negative specimens. ‘Thirteen cases of 
albuminuria were found among the 100 children who 
had shown normal urine on a single examination, so 
that the true percentage incidence in school-children 
was raised from 13-8 to 26-8. It has often been 
maintained that children with functional albumin- 
uria complain of various vague symptoms such as 
poor appetite, headache, and dizziness, but com- 
paring two groups of albumin-free and albuminuric 
patients, Levitus and Rabinowitsch could find 
neither quantitative nor qualitative differences in 
such subjective symptoms. No difference could be 
found, either, in the previous occurrence of the 


1 THE LANCET, 1926, ii., 1305. 
* Jahrb. f. Kinderh., Oct. 1930, p. 188. 
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specific fevers in ‘the two groups, nor was there any 
obvious difference in the habitus of the children who 
had albuminuria as compared with the other children. 
Blood counts, blood-pressure readings, and _ tuber- 
culin tests all gave the same result—namely, that 
albuminuria as a “functional” condition does not 
appear in any special type of child. There is therefore, 
they hold, no definite clinical picture apart from the 
urinary findings. The occurrence of alternating posi- 
tive and negative phases is looked upon by these 
investigators as the essential feature for diagnosis, 
and in five cases in their series where albuminuria 
was constant the diagnosis of chronic nephritis was 
considered to be the correct one. 


THE HAUSA AND THEIR DIET. 

THE northern provinces of Nigeria are inhabited 
largely by a negroid mixture of races spoken of as the 
Hausa, and by a semitic race known as the Fulani, 
which has given up its original nomadic life and 
settled in towns. Dr. W. E. McCulloch? has 
conducted an inquiry into the dietetic habits of these 





natives and has attempted to correlate certain 
specific food deficiencies which his investigations 


have revealed with the very unsatisfactory state of 
health existing in this part of the world. The 
inhabitants are by no means savages, but general ill- 
health is widespread among them, and their infant 
mortality-rate is appalling. Their physique is not 
strikingly different from that of European races, 
but their weight is less than that of individual 
Europeans of the same height, and they reach their 
maximum height at an earlier age than white races 
of mankind. Their resistance to infections is 
notoriously low, as it appears to be throughout the 
negroid races of Africa. Epidemics of relapsing 
fever and small-pox sweep through the country with 
devastating results, and bronchitis, pneumonia, and 
tuberculosis steadily claim large numbers of victims. 
Gastro-intestinal disturbances are common, and may 
furnish half the cases that attend the native hospitals. 
The teeth of the women are usually well preserved, 
possibly owing to their habit of chewing the flowers 
of the tobacco plant which stain the teeth and appear 
at the same time to protect them from caries. The 
teeth of the children and of the men are rarely good, 
and cannot be compared with the remarkably good 
teeth of the West Indian negro who habitually chews 
sugar-cane. The birth-rate is low, largely on account 
of the reduced fertility of the male, who indulges in 
polygamy; abortions are very frequent, although 
syphilis does not appear to be particularly wide- 


spread. In one of the chief towns the infant mortality- 
rate for 1927 was 412 per 1000. Specific food 


deficiency diseases are not uncommonly met with. 
Beri-beri and scurvy occur during times of scarcity, 
goitre is fairly prevalent both among the inhabitants 
and among their cattle, and xerophthalmia is met 
with in young children. Rickets appears to be a 
rare disease ; chronic anzmias are common. 

The staple foods of the natives are millet seed, 
Guinea corn, adulterated sour milk, and soup composed 
of green leaves. Ground nut oil and meat are used 
sparingly by the masses and in relatively large 
quantities by the more wealthy families. Condi- 
ments, spices, and sweets are widely consumed. 
The native “salt”? contains little or no chlorine. 
The glaring fault of the dietaries is that they are apt 

‘An Inquiry into the Dietaries of the Hausas and Town 
Fulani of Northern Nigeria, with some Observations of the 
Effects on the National Health, with Recommendations arising 


therefrom. By W. E. McCulloch,M.D. West African Medical 
Journal, 1929-30, vol. iii. 
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to consist almost entirely of cereal products. Milk 
is purchased in fairly large quantities, but in view of 
the fact that it is habitually adulterated with more 
than half its bulk of water before it is sold, the true 
consumption is not large, which means that the 
population suffers from a deficiency of calcium and 
of protein of good biological value. Fat-soluble 
vitamins must be markedly deficient, and though the 
lack of vitamin D in the food is to a great extent 
made good by abundant sunshine, the shortage of 
vitamin A is probably related to the susceptibility 
of the population to infections. Vitamins B and C 
are present in insufficient quantities, so that with any 
restriction of diet definite symptoms of the correspond- 


ing deficiencies may become manifest with great 
rapidity. 
The recommendations made by the author for 


improving the nutritional status of these peoples 
are based on strictly practical and economic lines. 
In the first instance, every encouragement should be 
given to increase the quantity and improve the 
quality of the milk consumed by the masses. This 
could be brought about by exempting milk-bearing 
cattle from the cattle tax on condition that they were 
kept for supplying milk to urban populations, and 
by making the adulteration of milk an offence punish- 
able only by imprisonment and not by fines. The 
deficiency of mineral salts and vitamins could be 
partly corrected by planting in the neighbourhood 
of the towns large reserves of trees with edible leaves, 
of which a considerable variety are known. The 
sweet potato is a valuable crop, not merely for the 
sake of its tubers but on account of the richness in 
calcium of its green leaves, and its cultivation should 
be strongly encouraged. These comparatively simple 
suggestions should help very materially to correct 
the very imperfect diets in vogue at present, and 
the obvious benefits to be expected from their wide 
adoption would make it easier to introduce in the 
future still further dietary improvements. 


ANTITOXIN TREATMENT OF DIPHTHERITIC 
PARALYSIS. 

THE employment of antitoxin in diphtheritic para- 
lysis, which has been advocated by several clinicians 
on the Continent, notably by Comby in France and 
Heubner and Jochmann in Germany, has received 
little support in this country, in view of the natural 
tendency of this condition to spontaneous recovery 
and the failure of the treatment in experimental 


diphtheritic paralysis. Commenting on a_ case 
recorded by the late Dr. G. S. Middleton in these 
columns many years ago, Dr. J. D. Rolleston? 


suggested that the success attributed to this treat- 
ment was due less to a specific than a psycho- 
therapeutic action. Last month, however, Prof. 
U. Friedemann and Dr. A. Elkeles,? who appear to 
be rather in favour of the method as the result of 
their clinical experience, record some 
ments on rabbits which they think give some 
evidence supporting the serum treatment of 
diphtheritic paralysis. They found in the first place 
that both in the normal rabbit and in the human 
subject suffering from diphtheria, antitoxin could not 
penetrate to the cerebral circulation, so that it might 
be supposed that diphtheritic paralysis could not be 
affected by serum treatment. This supposition, 
however, was met by the fact that intracerebral 
diphtheritic intoxication in the rabbit could be cured 
by large doses of antitoxin injected intravenously, 


experi- 


? THE LANCET, 1908, ii., 261. 
* Deut. med. Woch., Oct. 10th, p. 1725. 
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the apparent discrepancy being explained by the 
theory that cerebral diphtheritic intoxication renders 
the cerebral circulation accessible to  antitoxin. 
The application of these experiments to diphtheritic 
paralysis in man is that in this condition diphtheria 
toxin is firmly attached to the central nervous system, 
and therefore the possibility of the cerebral circula- 
tion being accessible to antitoxin must be considered. 
The experiments, however, indicate that only 
very large doses of antitoxin offered any prospect of 
success. Moreover, the writers admit that their 
experiments deal only with prophylaxis, whereas in 
clinical diphtheritic paralysis the question is one of 
treatment. It may be mentioned in this connexion 
that Rosenau and Anderson,* to whose experimental 
work on guinea-pigs the German writers do not 
allude, found that a very small quantity of anti- 
toxin, given 24 hours before or at the time of infection 
with diphtheria toxin, prevented the development 
of paralysis, and that antitoxin given 24 hours after 
infection modified the paralysis. On the other hand, 
they found that antitoxin administered during the 
Various stages of the paralysis had no power to save 
life or ameliorate the symptoms; neither had anti- 
toxin any influence in’ preventing paralysis — if 
injected shortly before the paralysis began. 


AN AMERICAN PSYCHOPATHIC HOSPITAL. 

Visitors returned from the United States have 
a lot to say about the enlightened endowments and 
systematic psychological and psychiatric education 
which they find in that country, while those who 
remain at home are irritated into believing that these 
advantages have been greatly exaggerated. Since 
it is always hard to draw the line in the right place 
between disparagement of one’s own country and 
other people’s it is interesting to compare the report 
of an institution such as the Boston Psychopathic 
Hospital with our British mental hospital reports. 

The medical director of the Boston Hospital 
points out that its three main functions are so closely 
related that any effect on the one must react on the 


others. These functions are: caring for the mentally 
and nervously disordered, carrying on con- 


tinuous research into the causation and treatment 
of this special form of illness, and providing a training 
centre for a great variety of workers in this special 
field—from medical graduates to laboratory assistants. 
‘The fundamental test of the hospital,’ he says, 
‘is the care and treatment of the individual patient, 
but satisfactory treatment of the individual sick 
person is only possible when there is, in addition to the 
goodwill, sympathy, and conscience of the individual 
physician, a keen interest in the special medical 
problems presented by the individual case; not 
only an interest in recognising what is familiar in the 
disorder, but curiosity as to the significance of what is 
unfamiliar and eagerness in the systematic investiga- 
tion of what is still obscure.’’ He goes on to show that 
this attitude must necessarily imply vital coéperation 
with the pathologist, the nurse, the occupational 
therapist, the psychologist, and the social worker 
as well as with the patient himself. He summarises 
a number of cases to show the kind of work that is 
done and the way in which the artificial barriers 
which separate so-called mental and other ailments 
are being steadily broken down. The cases quoted 
raise problems of the widest possible nature : problems 
of internal medicine, of the varied endowment of human 
nature and its varied vulnerability, of the moul,ling 
influences in individual life, of the occupational 


* U.S. Public Health Service, Bull. No. °8, 1907. 
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field and conditions of work, of different standards of 
success and failure, of the organisation of the com- 
munity, and of the material and cultural satisfaction 
available for all sorts and conditions of men. 

Special reports come from the out-patient depart- 
ment, where 1135 patients were seen during the year ; 
from the chief medical officer, with special reference 
to X rays and therapeutics, including dental care ; 
from the biochemical laboratory, which emphasises 
again the impossibility of divorcing psychiatry and 
internal medicine ; from the psychological laboratory, 
which has a large research output ; from the neuro- 
pathological laboratory ; from the department of 
therapeutic research; from the syphilis service, 
from the sceial service department ; from the school 
of nursing; and from the department of occupational 
therapy. All these, with ample informative tables, 
are included in a pamphlet of 50 pages no larger than 
most of our own mental hospital reports. The result 
makes us feel that even if psychotherapists in this 
country have nothing to learn from abroad in their 
methods or application, they might yet contrive to 


report their endeavours and successes with more 
of that infectious enthusiasm which makes for 
progress. eee ee 

TUBERCLE iN CHILDREN: A LANCASHIRE 


STUDY. 

Most authorities are agreed that the diagnosis of 
pulmonary tuberculosis among children under the 
age of 15 years is beset with difficulty, a fact which 
may account for the widely differing statistics of 
its prevalence. Dr. G. Lissant Cox, in his report 
for the year 1929 on the prevention and treatment 
of tuberculosis in the administrative county of 
Lancaster, points out that the proportion of children 
(per 1000 of the child population) accepted by the 
county tuberculosis officers as suffering from pulmonary 
tuberculosis is very low as compared with that in 
other counties. In order to test whether many 
cases of the disease were being missed among the 
children referred as suspicious cases by practitioners 
and school medical officers, an investigation was 
started to ascertain whether any considerable number 
of these rejected cases were returning later in life 
with definite disease. This investigation was carried 
out by listing the consecutive case-sheets of 1545 
young adults between the ages of 15 and 25 diagnosed 
by the tuberculosis officers as suffering from tuber- 
culosis (all forms) during the past three years. It 
was found that of 1084 young adults coming on the 
dispensary registers as new pulmonary cases, only 
0-64 per cent. had been previously rejected in child- 
hood by the tuberculosis officers. Moreover, of 
17,000 children, excluding contacts, referred to the 


tuberculosis officers between 1928 and 1914, when 
the Lancashire Dispensary scheme began, some 


59 per cent. were diagnosed non-tuberculous. 
That this diagnosis was fully justified is evident by 
the fact that these children did not return in the 
young adult age to the dispensary as definite cases of 
pulmonary tuberculosis. These conclusions bear out 
the findings of Dr. W. Burton Wood, who showed that 
the children of the dispensaries and sanatoriums are 
not the children who develop consumption in adoles- 
cence, and that a history of * pre-tuberculous ~ 
childhood is practically unknov’. among adolescent 
consumptives. The close conrexiow  etween the 
number of children taken on the‘dispensary registers 
by the tuberculosis officers in a given area and the 
amount of sanatorium accommodation provided 


as 


for the treatment of the children has not escaped 
the notice of Dr. Cox. who draws attention to the fact 
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that the very conservative diagnosis in his area 
of pulmonary tuberculosis in children has meant a 
small demand on sanatorium beds, with a consequent 
saving of public money. 


RUPTURE OF THE HEART. 


A SERIES of 46 cases of spontaneous cardiac 
rupture has been studied by E. H. Beresford and 
C. J. ©. Earl,’ who show that it is chiefly a senile 
catastrophe. In 9 of the 14 cases which were more 
fully investigated the patient died suddenly, one 
being found dead in bed. Only one showed any of 
the classical symptoms of cardiac infarction, yet in 
all the 14 cases examined histologically the rupture 
had occurred through the site of a recent infarction. 
In discussing the actual cause of the rupture, Beresford 
and Earl stress the frequency with which this lesion 
is found in hearts showing gross fatty infiltration of 
the heart wall. From observations of incompletely 
ruptured hearts they conclude that the muscular 
contraction of the rest of the heart, the fatty infiltra- 
tion, and capillary hemorrhage into the myocardium 
(as the result of the infarction) are the main adjuvants 
to the infarction in the mechanism of spontaneous 
cardiac rupture. 


MOTHER AND FCETUS. 

THe substances which are requisite and necessary 
for growth and development pass readily through the 
placenta from mother to foetus. So, in human 
beings, do more complicated and casual substances, 
such as antibodies. Much less is known about the 
possibilities of transference from foetus to mother, 
and it is obviously a matter on which exact observa- 
tion is difficult and experiment hazardous. Sugges- 
tions have been made by Dienst and others that the 
toxemias of pregnancy, in particular eclampsia, 
are due to incompatibility between mother and 
foetus and the absorption by the mother of something 
which produces an undesirable reaction. There is 
but little direct evidence in favour of this view 
and it is contradictory. Special interest, therefore, 
attaches to evidence lately brought forward by 
Dr. Kathleen Edgecombe ? that antigens may pass 
from foetus to mother and rouse an antibody response 
in the latter. Working in Liverpool with the late 
Prof. E. E. Glynn she followed the agglutination 
titres for red cells of a number of pregnant women 
and finally tested the blood group of the baby, which, 
as is well known, is often not fully established at 
birth. With a foetus with no defined blood group 
at birth, the titre of the mother’s serum showed no 
change during pregnancy; if the foetus was of the 
same group there was some increase in agglutinins, 
while with a foetus of a different group there was a 
large rise. In each case which was tested any increase 
found during pregnancy passed off and disappeared 
after childbirth. The natural interpretation of these 
results is that protein substances capable of acting as 
antigens may traverse the placenta from fo@tus to 
mother. There is nothing inherently improbable 
in this, but Dr. Edgecombe is, we believe, the first 
to bring forward anything like definite evidence that 
such a transference actually occurs under normal 


conditions. There are other points in her work 
which are not so asy to understand. Why, for 
example, sh ... the titre of the mother’s serum rise 


at all with a s.ctus uf the same group ? More curious 


still is the fact that the mother’s cells become more 
' Beresford, E. H., and Earl, C. J. C.: Quart. Jour. Med., 
October, 1930, p. 55. 


* Jour. Path. Bact., 1930, xxxiii., 963. 
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agglutinable if the agglutinating titre of her serum 
increases. There is, evidently, room for a good deal 
of further work. 


INFANT FEEDING BY APPETITE. 


H. P. Wright and A. K. Geddes! point out that the 
number of different methods of infant feeding which 
have been used successfully shows that the normal 
infant will thrive on diets of widely different com- 
position. In Berlin, for instance, the children of 
protein milk and butterflour enthusiasts flourish side 
by side. One of the difficulties of artificial feeding is 
the frequent readjustment of the amount of mixture 
required, and to overcome this Wright and Geddes use 
the infant’s appetite regulator. Their exact 
technique is as follows. All babies are given five four- 
hourly feeds in the 24 hours and are fed for 20 minutes 
by the clock. Each baby under three months of age 
is held while being fed. An ordinary anticolie nipple 
is used with a fairly large hole so that the child can get 
as much as it wants in the 24 hours. The formula 
given is lactic acid whole milk 20 0z., plus 50 per 
cent. corn syrup 20z. When a baby takes 32 oz. 
of this mixture in the day cereals are offered 
twice daily, vegetable broth once, and the number of 
feeds is reduced to four, and when the child is taking 
two plates of cereal the feeds are reduced to three. 
Boiled water is offered to all infants between feeds, 
and cod-liver oil and orange juice are also given 
daily. It is interesting to note that on this routine an 
extraordinary variation in intake was found. Cereal 
feeding was often begun at four months and by six 
the feeds had been reduced to four in the day. Of 
20 children fed in this manner all did well except two, 
who both suffered from organic disease. 


as 


COTTON DUST AND ASTHMA. 

A REPORT,’ issued by the Industrial Health Research 
Board, on sickness among operatives in Lancashire 
cotton mills is, as its author states, somewhat elaborate ; 
the intricate analysis of large numbers of statistical 
tables makes it rather difficult to follow. To temper 
the wind of mathematics the reader is, however, 
provided with a useful summary according to the 
admirable custom now adopted by the Board. Interest 
lies in the story behind the inquiry as well as in the 
results, which have been extracted with skill and not 
without difficulty. 


As long ago as 1908 a special 
disease 


cotton strippers’ asthma—was described by 
Prof. E. L. Collis, and was attributed by him to dust 
extracted from raw cotton while it is being prepared 
for spinning processes. Modern methods (vacuum 
exhaust appliances) have since been introduced to carry 
away the dust ; but the operatives, while appreciating 
the great consequent improvement, hold that trouble- 
some dust still remains. This view is not accepted by 
the employers. Hence the present inquiry to ascertain 
by reference to sickness records how matters stand. 
The records used are for the five years 1923 to 1927 ; 
and those familiar with the difliculties associated with 


collecting and then analysing such records must 
admire the masterly way in which Dr. A. Bradford 


Hill has tackled the problem. He found that from 
ages 30 to 59 the operatives concerned suffered over 
three times as much from sickness due to respiratory 
causes as did their immediate fellows not employed in 
the same room. This sickness incidence is due to 
more men making claims and to more men making 
1 Canad. Med. Assoc. Jour., October, 1930, p. 537. 

2S .¢kness amongst Operatives in Lancashire Cotton Spinning 
Mills. By A. B. Hill. Industrial Health Research Board, Rep. 
No. 59. 1930. London: H.M. Stationery Office. Pp. 81. 1s. 6d. 
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repeated claims, rather than to abnormally long 
periods of respiratory illnesses. Other forms of 
sickness were not in excess. Men of the ages 
mentioned must have been employed as youths under 
the conditions prevailing before exhaust appliances 
were installed, and so may then have received 
damage. On the other hand, up to age 30 no excess 
respiratory sickness was found. This would suggest 
that modern conditions of work are satisfactory, 
were it not that some years of exposure to the dust is 
nearly certainly necessary before the effect of environ- 
ment can become manifest in sickness-absenteeism. 
Undoubtedly the extreme conditions of the past no 
longer exist, and no longer are advanced cases of 
asthma being produced, but years must yet elapse 
before the question can finally be answered as to 
whether exposure to dust and fibre is to-day below 
the threshold of harm. This report establishes that, 
by adequate statistical treatment, sickness records 
can be used to disclose the existence of some occupa- 
tional hazard, which is in itself no small advance in 
method ; but it also makes apparent how much time 
must often have to pass before the benefit accruing 
from some measure of betterment can be demonstrated. 


THE PROBLEM OF TRACHOMA. 


For more than a century the causation of trachoma 
—or Egyptian ophthalmia, as it was called after it 
was disseminated among the British garrison in 
Egypt during the } Napoleonic wars—has been one of 
the standing puzzles in ocular pathology. As is well 


known, it commences insidiously and runs an 
extremely chronic course ; untreated cases eventually 
get involvement of the cornea (pannus) and 


such searring and contraction of the tissues of the 
upper eyelids, involving inturned eyelashes, as is 
irremediable except by operation, and not always 
by that. The disease is rife throughout the east of 
Europe, Egypt, and the whole of Asia, and among 
some of the Indian tribes of North America. It 
appears to be favoured by conditions of dirt and bad 
hygiene, and it is undoubtedly contagious. The 
problem of its pathology, after having “eluded the 
labours of more than one generation of investigators, 
appeared to have been solved a few years ago at the 
Rockefeller Institute in New York by Noguchi, who 
discovered a Gram-negative aerobic bacillus with which 
he succeeded in infecting chimpanzees with what 
was acknowledged, even by his critics, to be, at any 
rate in some cases, true trachoma. More recent 
investigations have, however, failed to confirm his 
findings, and experiments are still being carried out 
at the Rockefeller Institute. The appalling fact is that, 
taking the world over, there are more people blinded 
as the result of trachoma than from any other single 
cause. 

In the struggle to cope with the evil the experi- 
ence of two countries is especially notable: Egypt, 
where, owing to the liberality of the late Sir Ernest 
Cassel and the initiative of English ophthalmo- 
logists, the ravages of trachoma are being to some 
extent checked by a system of travelling tent- 
hospitals; and England, where the problem has 
never been present except on a comparatively small 
scale, but in London at any rate, was far 
more serious 30 years ago than it is now. This 
improvement is to be attributed to the isolation of 
infected cases until they are cured. This policy 
is described by Dr. Francis Lavery in his Montgomery 
lecture on trachoma in Ireland, an abstract of which 
appears on p. 1163 of this issue. The extent of the 





evil in that country seems to be much graver than had 
been realised, for though among the general population 
trachoma is less prevalent now than formerly, yet 
in several institutions under the direct control of a 
publie authority no attempt to prevent the spread of 
the infection among children has succeeded. This is 
shocking, and we trust that Dr. Lavery’s revelations 
will prove a spur to the authorities to take action in 
the direction indicated by him. In civilised countries 
trachomatous pannus and entropion from inverted 
lids ought never to be seen, for trachoma is a disease 
which, if diagnosed in its early stages, and treated 
efficiently for a sufficient length of time, can be cured 
without material injury to the sight. In countries 
where the disease is rife the routine examination of 
all school-children by oculists skilled in detecting its 
early signs is the first condition for its eradication. 


FOOD FUMIGATION. 


Prussic acid is being used not only for ridding ships 
of rats but for the destruction of insects of various 
kinds in imported dried fruit and other foods. The 
absence of any destructive effect on structures and 
fittings gives it an advantage over most other poisonous 
gases, and it possesses the further advantage of being 
easily removed by ventilation. If we knew exactly 
the extent to which foods of various kinds may absorb 
hydrogen cyanide,we should then have the answer to the 
question whether, and in what circumstances, the gas 
may safely be used for the destruction of vermin and 
insect pests. A monograph by Dr. G. W. Monier- 
Williams just issued! by the Ministry of Health, 
collates and discusses the available data. It appears 
from this very interesting report that of recent years 
the generation of hydrogen cyanide from potassium 
or sodium cyanide and sulphuric acid has been 
ahendened and either the liquefied acid (its boiling 
point is 25° C.) is used from cylinders or, mixed with a 
lachrymatory, is absorbed in kieselguhr and stored in 
sealed tins. A crude calcium cyanide is also used. 
Foods retain varying amounts of hydrogen cyanide 
after treatment and part with what is retained at 
varying rates; retention depends on such factors as 
moisture content, the nature of the surface, closeness 
of packing ; probably also on the formation of not very 
stable combinations of some constituents of the food 
with hydrogen cyanide. Milk, fresh or dried, 
and dried fruits appear to retain relatively large 
amounts of the gas; as to cheese some doubt exists. 
Cooking is likely to decrease the amount retained. 
Dr. Monier- Williams suggests the need for special care 
in cases where high concentrations of gas or long 
exposures are adopted, and he considers 20 parts of 
hydrogen cyanide per million a reasonable maximum 
for fumigated food when exposed for sale. He also 
calls attention to the toxic action of hydrogen cyanide 
on the respiratory enzymes of plants and its results in 
the treatment of stored fruit. From the point of view 
of vitamin retention so closely associated with 
freshness, he considers caution desirable. Chapter 
and verse are given for all his conclusions. 


WE 








regret to learn the death of Dr. Ewan 
Richards Frazer, which occurred on Noy. 15th. 
His pathological work and generous benefactions 
to science are well known to the medical 
profession. 
* Reports on Public Health le > een | Subjects. No. 60. 
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MODERN TECHNIQUE IN TREATMENT 


A Series of Special Articles, contributed by invitation, 
CCCXIL. 
AFTER-TREATMENT OF SOME COMMON 
OPERATIONS.* 


Part I. 


SIMPLE LAPAROTOMIES, 

AFTER any operation the aim is to achieve the 
speediest possible recovery by the simplest and most 
economical means with the minimum of suffering, 
and especially to avoid any disability, temporary or 
permanent, resulting from the operation itself. 

One of the most frequent operations is a simple 
laparotomy without drainage, and I will first mention 
a few points in the after-treatment of such cases 
generally. 

At the end of a general anesthetic for laparotomy 
it is important not to remove, before the patient 
recovers cousciousness, Whatever Means is in use to 
keep up a satisfactory air passage through the mouth, 
and the free escape of saliva and mucus must be 
provided for by propping the patient on his side with 
pillows ; otherwise he will be partially asphyxiated, 
he will swallow mucus, and he will gulp in air, all 
of which conduce to vomiting ; and if the patient does 
vomit, his discomfort is greatly diminished if he is 
not allowed to lie on his back during this period of 
semi-consciousness. At this stage it is advisable to 
give by rectum, in the average case, one drachm of 
potassium bromide and grs. 40 of aspirin in 5 oz. of 
water. 

After a lengthy or exhausting operation this is 
followed by a slow drip (at the rate of about a half to 
three-quarters of a pint an hour) of 3 per cent. 
glucose in water, and this should be continued for 
several hours in cases of shock, collapse, or tox#mia, 
particularly if peritonitis is present. The continuous 
drip is much better tolerated than intermittent rectal 
injections and a much larger quantity can be given in 
less time by the former method. I never order 
saline solution by rectum, for water is more easily 
absorbed and less irritating, and the salt possesses 
no virtue; glucose combats shock, replaces carbo- 
hydrate deficiency, and prevents vomiting. Five 
per cent. glucose may be given with the same object 
intravenously in quantities from 100 to 1000 ¢.cm. 


Pain. 


The stage of restlessness during recovery from 
general anesthesia, especially by ether, is inevitable 
and generally beneficial, for it speeds up the circulation 
of the lower limbs and diminishes the chance of 
thrombosis. It is noticeable that though the patient 
at this stage is restless and excited he is not usually 
conscious of much actual pain—a fact not always 
appreciated by the nurse in charge ; a little patience, 
instead of immediate resort to morphia, makes for 
easier convalescence later on. The use of morphia 
to combat pain in these early hours can often be 
avoided if it is realised that the patient can usually 
be made comfortable by some simple device ; almost 
invariably slight post-operative distension occurs 
within a few hours, and loosening the binder may be 
all that is necessary to relieve the patient's discomfort. 
At the end of an operation the abdominal binder is 


* The substance of this article was read at the St. Mary’s 
Hospital post-graduate course in October, 1930. Parts II. 
and III. will appear in future issues of THE LANCET. 





often applied too firmly, even tightly, and this is 
quite unnecessary. The lowest fold only should be 
firmly pinned round the pelvis, the other folds should 
be fastened loosely enough to allow a hand to be 
easily inserted under them, for within a short time 
the abdomen will swell and a tight binder then causes 
pain and probably conduces to vomiting. Another 
simple means of relieving abdominal wall tension is 
to place a high pillow under the knees. After 12 to 24 
hours pain from distension often becomes severe ; 
the distension may be masked by contraction of the 
abdominal muscles, but is detected by percussion 
of the left lower thorax, for it pushes the diaphragm 
up. For such pain any relief that morphia gives is 
very transient ; morphia increases distension and so 
adds to the embarrassment of heart and respiration. 
A hot fomentation applied all over the abdominal 
wall relaxes muscular spasm and often gives great 
relief. For this pain also pituitary extract is most 
valuable ; the dose is 1 ¢.em. at all ages except under 
three years, when } c.em. may be given. Where morphia 
is given after an abdominal operation one should be 
cautious as to the dose; gr. } may be correct for 
a strong, healthy man, but more than gr. 4 or gr. 4 
should not be given to a patient weakened by a 
severe operation. Heroin I distrust—it sometimes 
seems to have a specially toxic effect on the heart 
and there is a tendency to give it in too large doses. 
The correct dose is about one-third that of morphia 
in similar circumstances—i.e., gr. 1/24 or gr. 1/18; one 
must bear in mind that the official maximum dose of 
heroin is gr. 4. 
Bowels. 


As to the routine treatment of the bowels after a 
simple laparotomy my practice is to order a simple 
enema on the second morning, and this is repeated on 
the fourth and sixth mornings. Aperients during the 
first week may be dangerous—particularly cascara, 
infusion of senna, and castor oil ; these drugs produce 
a copious secretion of succus entericus and a powerful 
contraction, even spasm, of the descending colon. 
The effect of these actions is sometimes to precipitate 
rapid and very dangerous distension of the small 
intestine and right side of the colon, proceeding 
sometimes to complete and fatal paralysis, especially 
if plastic peritonitis is present. Even after the first 
week enemata are often all that is necessary to 
evacuate the bowel, but some patients object to them ; 
at this stage the most suitable aperients are confectio 
senne, drachms | to 2, or mag. sulph., drachms 1 to 2, 
or the following mixture :— 


“~-s 


Extract cascar. liq. S i. 
Sod. sulph. 3 i. 
Liq. ammoniz TN xi. 
Aq. chlorof. ad. 3 viii. 
Dose 35 ii. — 3 iv. night and morning. 
Sundry Points. 
Bed Rests.—After laparotomies it is, of course, 


routine practice to sit the patients up, but it is not 
always easy to keep them so. It is not uncommon to 
see a patient lying on his back with only his head and 
shoulders propped up with pillows, a most uncom- 
fortable position for anyone troubled with flatulence. 
He should be raised enough to make the whole trunk 
almost vertical, and can be kept from slipping if the 
ends of a firm knee-pillow are tied securely by cords 
to the bed rest itself. 
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In a vertical laparotomy incision the stitches must 
not be removed too early ; my practice is to keep the 
stitches in for 14 days. They may cause some redness 
at the end of a week, but this fades during the second 
week as a rule. If infection of the abdominal wall 
takes place it is an indication to retain stitches in, 
rather than remove them early, for if they are 
removed convalescence may be much delayed by the 
resultant gaping wound, and it is unnecessary. 
For such infected cases—and they are rare if one 
carefully packs off and disinfects the abdominal 
wall while operating—the stitches can be kept in for 
over a fortnight if boric fomentations are applied. 

As to diet, except after gastric and duodenal opera- 
tions, the patient may be encouraged to eat normal 
food as soon as he will take it, and to drink as much 
as possible, aiming at five pints a day. To chew and 
swallow a biscuit or piece of toast will often stop 
post-anesthetic vomiting; it empties the salivary 
glands and moistens and cleans the mouth. 

Distension.—A common complication of abdominal 
operations, especially those on the gall-bladder and 
in cases of peritonitis, is severe distension and tem- 
porary paralysis of the intestines. To begin with, 
Ll e.em. of pituitrin is given and half an hour later is 
followed by a turpentine enema. Meanwhile, hot 
boric fomentations are applied over the whole 
abdomen next to the skin; they can do no harm 
to the wound, however recent. As much fluid as 
possible is given, preferably by frequent small drinks, 
but if the patient is vomiting subcutaneous saline 
should be given continuously. If these methods fail 
to cause the passage of flatus from the bowel an 
enema containing two drachms of liquid ox bile in 
5 to 8 oz. of water will usually be effective. If the 
condition continues and vomiting commences one 
must not wait long before considering the insertion 
of a small tube into a coil of small intestine ; this 
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can be done under local anesthetic in such a way that 
the enterostomy closes itself within two or three 
weeks. 

In persistent post-operative vomiting the passage of a 
small stomach tube is of great value and should be 
used with less hesitation than is customary; the 
stomach should merely be emptied, for washing it out 
with such solutions as bicarbonate of soda ix uncom. 
fortable and exhausting and of little, if any, value. 

Thrombosis of the femoral vein is a troublesome 
complication of abdominal surgery. Probably the 
sitting position, with the vein partially obstructed by 
flexion and sometimes constricted by the lower edge 
of a binder, is a contributory cause of the clotting, 
and so also is limitation of the fluid intake. 
Abdominal cases should be encouraged to move their 
legs freely, especially for the first few days, and massage 
of legs and thighs should be carried out. Generel 
massage should be commenced during the second week 
and will minimise the giddiness and weakness that is 
felt when the patient leaves his bed. 

Most laparotomies, of course, necessitate a three 
weeks’ stay in bed, but exception may be made in the 
ease of bronchitic old people, who should be lifted 
from bed to a chair on the fourth day. At this stage 
the abdominal wall is safely held by its sutures, and a 
short time out of bed makes the patient breathe 
deeply and diminishes the chance of basal pneumonia. 

After operations on the intestines there is no need 
to limit the diet, for the consistency of their contents 
can be little altered. During the first week after an 
operation on the left side of the colon enemata are 
contra-indicated ; Epsom salts provide the best 
means of liquefying the feces here, and may be 
ordered as soon as the second day. 


C. W. Gorpon Bryan, M.C., F.R.C.S., 


Senior Surgeon to Out-patients, St. Mary's Hospital: 
Surgeon, Paddington Green Children’s Hospital. 


SPECIAL ARTICLES 


CRIPPLES IN INDUSTRY. 


A jgornt Conference arranged by the Invalid 
Children’s Aid Association and the Central Council 
for the Care of Cripples was held at the Drapers Hall 
on Nov. 13th and 14th, with the general title of 
Problems relating to those handicapped by Physical 
and Psychological Defects. The subject of discussion 
at the third session was the Physically Disabled— 
Industrial Outlook, and the chair was taken by Mr. 
J. J. Lawson, Parliamentary Secretary to the 
Ministry of Labour, in the absence of Lord Amulree. 
Mr. Lawson referred to the King’s Roll, established in 
1919, under which at present more than 26,000 
employers had absorbed some 370,000 disabled 
ex-Service men into industry. He wished a similar 
arrangement could be arrived at for absorbing those 
injured on the industrial battlefield, and he believed 
that it could be done without penalising the industries 
concerned. The Ministry of Labour was prepared to 
support by any means in its power, financial or other- 
wise, those societies working for the help of cripples. 

Dame AGNES Hunt spoke of the training scheme 
which had been in existence at the orthopedic 
hospital at Oswestry for three years. In considering 
the question of employment, cripples must be divided 
into two categories. The first—those whose disable- 
ment did not preclude them from employment in the 


open labour market, after efficient training—could be 
largely placed in posts through county orthopedic 
associations, though there were still districts where no 
such associations were at work. The second group 
consisted of people so severely crippled that their 
chance of employment in the outside world was 
negligible. The real solution for these cripples was a 
wide extension of the village settlement system. It 
was essential for them to be near their work and under 
medical supervision. For a training college or settle- 
ment to compete in the open market an efticient 
business manager was a necessity; if the capital 
expenses for hostels, shops, machinery, and living 
quarters were supplied by Government or the charitable 
public, a village settlement could reasonably hope to 
pay its way. Industrial cripples presented an even 
more difficult problem. The majority of these 
injured men had wives and families, and fear of being 
passed for light work—a form of employment which 
everybody knew was not available—had produced 
more traumatic neurasthenia than anything else. 
Common sense dictated that the industrial cripple 
should be treated under fhe same wgis as the cripple 
from disease ; if he could be treated in an orthopawdic 
hospital and passed on to a training college or village 
settlement, he would again become a wage-earning 
citizen, and would cease to feel that the world had no 
use for him. Orthopedic hospitals and training 
schools should employ their own crippled workers as 
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far as possible, and should keep a record of the subse- 
quent employment of cripples who passed through 
their hands, as a guide to the best kind of training to 
be given. 

Dr. Joun F. Warp (Manchester Children’s Hospital), 
speaking on the industrial outlook for the rheumatic 
child, said that this was really the problem of the child 
with heart disease, including the child suffering from 
the effects of chorea. In cases where, though damage 
had been done to the valves, the muscular walls of the 
heart were compensating well, the patient was actually 
improved by suitable occupation, slight exertion being 
helpful in keeping the heart muscles in good condition. 
Unfortunately, however, in many cases compensation 
broke down sooner or later, as insurance companies 
well knew. Sedentary occupations, such as clerical 
work, watch-making and repairing, rug-making, and 
shoe-making were the most suitable, and nothing which 
involved going up stairs or inclines should be con- 
sidered. Outdoor employment was not inherently 
unsuitable, but the majority of outdoor occupations 
were too strenuous, and there was only a limited 
demand for such work as poultry farming and bee- 
keeping, which might be considered appropriate. 
The industrial outlook for the rheumatic child was not 
very bright, but it was not hopeless, and there were 
many cases in which a certain amount of useful work 
could be undertaken. 

Dr. P.C. VaRRIER-J ONES said that the system of after- 
care for cripples in this country was one of chaos. 
There were a number of small schemes here and there 
trying to force men into industries which would not 
absorb them. <A tuberculous man might be just as 
truly a cripple as one who had lost a leg or an arm ; 
he was damaged permanently, and industry would not 
have him. Dr. Varrier-Jones made the practical 
suggestion that industry should be divided into two 
grades. First-grade industry would employ normal 
healthy people, and second-grade industry those who 
by reason of disablement could only work under 
special conditions. It was cheaper, as well as more 
humane, to let people earn part of their living than to 
keep them doing nothing. Second-grade industry 
must be efficiently managed, and there must be no 
waste or overlapping. The consumptive cripple 
could, in many cases, earn his own wages, but he could 
not pay a dividend on capital. A great economy had 
been effected by establishing a single business control 
for the Papworth and Enham village centres for 
disabled men. Formerly they were competitors, but 
now duplication had ceased, with the result that 
whereas in 1926 Enham’s sales had been £12,000 and 
Papworth’s £40,000, in 1929 they were £30,574 and 
£65,000 respectively. An enlightened system of 
cooperation was the only line on which a hopeful 
industrial outlook for the physically disabled could be 
anticipated. 

Mr. J. T. BROWNLIE (ex-President, Amalgamated 
Engineering Union) said that, from his own experience, 
he thought the workers would gladly open their ranks 
to cripples, but the problem was really a question of 
wages. The trend of industry was towards elimina- 
tion of waste, conservation of energy, and intensified 
competition, and it was not reasonable to expect an 
employer to pay the same rate of wages to a slow and 
semi-skilled worker as to one who was thoroughly 
efficient. 

Miss Dorothy Warp (After-care Association for 
Blind, Deaf, and Crippled Children, London) said that 
in 1930 1386 cases had been dealt with by the Associa- 
tion, of whom 1202 were cripples or heart cases. The 
Association had placed 495, 393 had placed themselves, 
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26 were on trial in various jobs, and 232 were still 
negotiating. She paid a tribute to the excellent 
training given to the children in school by London 
County Council teachers, and especially to those who 
managed not to allow technical training to interfere 
with reasonable proficiency in ordinary school subjects. 

Miss Evans (Hostels for Crippled and Invalid 
Women Workers, Denmark Hill) spoke of work being 
done among girls and women too badly disabled to 
obtain employment in the ordinary labour market. 
The cripples lived in three hostels, all within easy reach 
of King’s College Hospital, besides being under 
regular supervision from their own medical officer. 
The workers were divided into wage-earners and non- 
wage-earners, the former being skilled needlewomen 
and receiving wages on the _ piece-work system. 
Though not self-supporting, they contributed sub- 
stantially towards the cost of board, lodging, and 
medical attention. One hostel was reserved for more 
seriously disabled women ; these could never contri- 
bute to their maintenance to any considerable extent, 
but by careful training some were able to produce good 
needlework which was sold for the benefit of the 
hostel. 

Miss Batt (Council for Cripples, Manchester) said 
her Council had found it more profitable to train a few 
cripples in each of a number of trades than to concen- 


trate on one or two types of training. Out of 600 
cases investigated by the Council 230 were now 


working in a great variety of occupations, and this at a 
time when unemployment was particularly acute in 
Manchester. 

Mr. F. PoprpLreweii (Office of Trade Boards, 
London) said that Trade Boards had fixed minimum 
wage rates in 40 trades in Great Britain, these rates 
being payable under penalty in all cases in which 
they applied. There was no particular difficulty in 
connexion with handicapped workers on piece work, 
but the situation was much more complicated when 
time workers were under consideration. The Trade 
Boards had power, however, to grant exemption on 
certain grounds to time workers incapable of earning 
the minimum rate by reason of physical disability, 
and this power was used quite extensively in response 
to applications, usually with prescribed 
conditions. 


some 


NOTES FROM INDIA. 
(FROM OUR OWN CORRESPONDENT. ) 


THE IMPERFECT CONQUEST OF MALARIA. 


the Jndian Medical 
compares the results of antimalarial work 
in various parts of the world, and the comparison 
is not favourable to India. Not long ago I referred 
in these columns to malaria in Bombay. The 
conditions in Calcutta are, on the surface, very 
similar, and it is remarkable that the disease should 
be much less prevalent there. The general sanitation 
of Bombay is certainly no worse than that of Calcutta ; 
Anopheles stephensi, which is the principal carrier in 
Bombay, is ubiquitous in Caleutta, and, in addition, 
A. ludlowi, the great malaria carrier of the Andamans, 
is breeding profusely in the Sunderbunds, not far 
from the city. Similar tropical conditions are also 
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present in both cities, and vet malaria is said to be 
almost absent from the centre of Calcutta, and only 
lightly endemic in the environs, while it is rampant 
in the best parts of Bombay, as well as in the crowded 
bazaars. 


Apart from the household wells, which are 
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a conspicuous feature of Bombay, and _ furnish 
numerous breeding-grounds, it is difficult to assign 
a cause for this contrast, especially when it is 
remembered that breeding of stephensit goes on in 
cisterns, tubs, and water barrels, as well as in wells. 
A facet which should serve as a stimulus to Indian 
sanitarians is that malaria has been dealt with 
successfully on a large scale in other countries which 
present similar problems. Before the war Palestine 
was described as one vast malarial incubator, and the 
British and Indian troops suffered accordingly when 
they entered the country. Energetic measures were 
adopted during the period of hostilities, and after the 
war the campaign was taken up systematically under 
the auspices of the League of Nations, with the result 
that malaria now exists in Palestine merely as a 
minor disease. Reports from Algeria show that in 
the great plain of the Metidja, formerly a hot-bed of 
malaria, and in consequence the terror of the early 
French conquerors and colonists, as it had been before 
of the early Turks and Romans, similar results have 
been achieved. Thanks to the labours of the Sergent 
brothers, underground channels have been constructed, 
and other necessary measures taken, so that what was 
formerly an uninhabitable marsh, studded with lakes, 
is now a fertile area covered with orange groves and 
fields of wheat. Malaria still exists no doubt— 
quinine prophylaxis is extensively employed—but 
only in manageable proportions. 


YELLOW FEVER. 

The sanitary authorities of eastern countries are 
evidently still concerned about the possibility of the 
introduction of yellow fever. It will be remembered 
that the suggestion was even made some time ago, 
by a competent authority, that traffic by air between 
India and countries where the disease is endemic 
should be prohibited. Attention has now been 
drawn to the possibility of danger arising from the 
introduction of yellow fever virus for purposes of 
experimental study, and it is notified that the Indian 
Government had prohibited such importation into 
India, and the Dutch Government has taken the same 
step for the Dutch East Indies. 


DEVADASIS. 

While many of the Indian States are conservative 
in comparison with British India, not only in political 
but social reforms, some of their rulers, particularly 
those who have been educated on Western lines, have 
shown great initiative and a lofty spirit of idealism. 
The late Begum of Bhopal exercised, in many ways, 
a beneficent influence in her State. The Maharajah 
of Gondal (an Edinburgh medical graduate) is noted 
for his interest in education and public works. Now 
the Maharanee Regent of Travancore has taken action 
in a matter which has so far defeated all the efforts 
of reformers in British India. During a recent tour 
in her State, the Maharanee happened to visit a 
temple for worship. On finding that dancing girls 
were kept there, she issued an order abolishing the 
practice, and suggesting that in future men should be 
employed to perform the ceremonial duties. 

A CONGRESS HOSPITAL. 

Most of the hospitals and colleges started under the 
auspices of the Indian National Congress have proved 
to be failures, and students who have relied on them 
for their education have lived to regret this form of 
patriotism. On the other hand, the Congress Free 
Hospital, which came into existence in Bombay in 
June of the present year, as a kind of by-product 
of the satyagraha campaign, appears to have achieved 
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some measure of success. The main object of its 
foundation was to give prompt medical relief to those 
persons who receive injuries in the conflicts between 
the police and the public in connexion with congress 
activities. It was originally established in the house 
of a benevolent shroff (jeweller), but has now been 
extended to 100 beds. Eminent medical men, 
actuated partly, it is to be feared, by resentment at 
the withdrawal of recognition of Indian degrees, 
give their services free, and supplies are furnished by 
voluntary contribution. The non-medical staff are 
also volunteers, and patriotic ladies assist in nursing. 
The ambulance arrangements are extensive. They 
include five cars, one of which, presented by a minor 
chief, has been converted from shikar purposes. 
Ayurvedic as well as Western treatment is employed, 
and large numbers of cases, both in- and out-patients, 
have been treated. 
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(FROM AN OCCASIONAL CORRESPONDENT.) 


ENDOWMENT OF MEDICAL SCHOOLS. 


Johns Hopkins Medical School receives two 
important gifts from recent appropriations of the 
General Education Board. A half-million dollars goes 
to the completion of the William Osler medical clinic 
and of the William Stewart Halstead surgical clinic. 
The department of medical history, which has already 
received a million dollar endowment from the Board, 
is now given in addition $12,500 for each of five years 
and a capital sum of $250,000, making possible the 
provision of a larger faculty for the department 
which, it will be remembered, is under the direction 
of Dr. William H. Welch. It is announced that Dr. 
Fielding H. Garrison, who was recently appointed 
librarian of the W. H. Welch medical library, has also 
been appointed resident lecturer in the history of 
medicine. The University of Chicago receives at the 
same time a million dollars towards the fund—double 
that amount—needed for the construction, equipment, 
endowment, and maintenance of two buildings to 
house respectively the department of hygiene and 
bacteriology and the department of anatomy. 


COST OF INDUSTRIAL MEDICAL SERVICE. 
Continuing its inquiry, the Committee on the Costs 
of Medical Care has examined the industrial medical 
service of the Endicott Johnson Company, with 
factories in New York State, employing some 15,000 
people. In 1928, the year of the survey, the company 
had assets of over $26,000,000 and its net sales 
amounted to nearly 70 million dollars. The medical 
service originated to meet the requirements of the 
State Workmen’s Compensation laws. In 1916 one 
full-time physician and one nurse were employed. 
The service expanded by the desire of the workers. 
In 1918 the difficulty of distinguishing between those 
who could and those who could not pay resulted in the 
decision to extend the service to all employees and to 
their immediate dependants. In 1928 there were 28 
physicians, 4 dentists, 5 dental hygienists, 2 physical 
therapists, 67 trained nurses, 4 bacteriologists, 4 
pharmacists, 17 technicians, and 16 clerks and 
assistants upon the company’s pay roll. The cost of 
the medical service in that year amounted to nearly 
900 million dollars, or $21.81 per person eligible to 
its service. Only 6 per cent. of those eligible failed 
Half 


to make any use of the service during the year. 
of these used no medical facilities whatever. 
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SHOULD CANCER BE REPORTABLE ? 


The proposal of the State of Illinois to add cancer to 
the list of reportable diseases does not commend 
itself to the President of the Illinois State Medical 
Society, who argues! that personal cancer is in no 
sense a public menace. His second objection is 
based on a presumption that the health department 
would not guard the list of notified cases from inspec- 
tion and copying. Should this occur it would be 
possible for the numerous purveyors of quack cancer 
‘‘cures’”’ to secure for themselves a long ‘“ sucker ”’ 
list, to use the expressive language of this country. 

NOISE 


ABATEMENT COMMISSION, 


After 12 months of research and investigation by 
otologists, neurologists, engineers, acoustic specialists, 
lawyers, and others, the report of the New York 
Noise Abatement Commission has been published. 
The following observations are selected by Health 
News as the most significant resulting from the 
Commission’s work :— 

Hearing is apt to be impaired in those exposed to constan 
loud noises. 


Noise interferes seriously with the efficiency of the worker 
It lessens attention and makes concentration upon any task 
difficult. 


_ Inthe attempt to overcome the effect of noise, great strain 
is put on the nervous system, leading to neurasthenic and 
psychasthenic states, and necessitating frequent recuperation 
in the country to maintain mental efficiency and alertness. 

Noise interferes seriously with sleep, even though in some 
cases it appears that the system is able to adjust itself so that 
wakefulness does not result. 


It is well established that, in addition to other evil effects: 
the normal development of infants and young children is 
seriously interfered with by loud noises. 


The newspapers codperated with the Commission 
by inviting complaints from the public regarding 
specific noises. The noises most frequently com- 
plained of included outdoor loud speakers, steamship 
whistles, pile-drivers, subway and elevated trains, 
riveting machines, and automobile horns. The 
Commission is able to suggest methods by which many 
of the objectionable noises can be diminished or 
eliminated, but the extent to which these methods 
can be applied will depend largely on public interest 
in the question. 
SEX-INCIDENCE OF UNDULANT FEVER. 

The element of occupational hazard in the epidemi- 
ology of undulant fever is well shown in a recent study 
of undulant fever in the State of Iowa. Of a total of 
375 cases in the State 77 per cent. were in males. 
Among 186 adults living on farms 87 per cent. of the 
cases were males. But among 125 patients who had no 
direct relation with livestock or carcasses 51 per cent. 
were males. The commonly found disproportion of 
males in all studies of sex-incidence of this disease is 
evidently due, not to any greater susceptibility of 
males to the infection, but to the more frequent 
exposure of men than of women to the hazards of 
butchery and the care of stock. 


DIPHTHERIA IN NEW YORK. 

Immunisations against diphtheria in New York 
City were increased from 47,500 in 1928 to over 
211,000 in 1929. In the first eight months of 1930 
there were 216 deaths and 4107 cases less than in the 
corresponding months of 1928, and 305 deaths and 
4458 cases less than the average for the corresponding 
months during the previous six years. 


1 Illinois Med. Jour., October, 1930, p, 244. 
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PARIS. 


(FROM OUR OWN CORRESPONDENT.) 


CLASSIFICATION AND CONTROL OF NOISES. 

Tue Touring Club of France has published a vade- 
mecum for the benefit of the citizen who may wish to 
know the extent to which he may go within the limits 
of the law in protecting himself against the noise 
nuisance. It is quite remarkable how much the 
legal scales are tipped in favour of silence-lovers ; 
they have only to know their rights, and to be willing 
to exercise them, in order to surround themselves 
with a zone of comparative silence. The secretary- 
general of the Touring Club, Mr. André Defert, a 
barrister, has recently pointed out to a representative 
of Excelsior how the special noise commission of this 
club was composed of members with expert knowledge 
of each kind of noise nuisance. The director-general 
of the State railways assumed responsibility for the 
noises of this service; a high official of the port of 
Rouen was the specialist in noises of the sea and 
rivers. The mayor of Deauville took charge of the 
noises from which residents of popular resorts suffer 
most, a high police authority had to deal with traffic 
noises, and another official had specialised in those 
noises of which persons living in the neighbourhood 
of aerodromes complain. Even the noise of church 
bells and the like had its special expert—a canon. 
Many people have a subconscious predilection for 
noise of this kind, and there is said to be something 
lugubrious about the modern American village from 
which the sound of church bells has been banished. 
But as a concession to the late morning sleeper the 
Angelus will henceforth toll in France at 7 instead 
of 5 a.m. As for the whistlings of railway engines, 
they are no longer to be heard on entering every 
station, at every turn in the line and level crossing, 
but only in certain cases. Similarly, the pilots who 
have hitherto found expression for their gaiety of 
heart in an almost uninterrupted chain of hoots as 
they pass between river banks lined with would-be 
sleepers are to be severely rationed. The silencers 
already imposed on motor-cycles will soon be com- 
pulsory for aeroplanes. With regard to the so-called 
musical instruments, the law as well as popular 
sentiment is unequivocally on the side of the audience. 
A mayor has, for example, a right to muzzle at night 
the calf, donkey, mule, or dog which makes itself 
objectionable by untimely noises. Even the cock which 
crows at night is subject to a mayoral interdiction. 
In the same category may be placed the talking film, 
the sponsors of which may be forced to take certain 
precautionary measures when their premises adjoin 
a dwelling-house. The most important lesson which 
this vade-mecum drives home is that there already 
exist effective powers for the control of the noise 
nuisance; and the public is advised to adopt a 
bellicose rather than a suppliant attitude towards the 
authorities. A practical outcome may be the establish- 
ment in Paris of a flying brigade of police to be known 
as the Brigade du Silence. 


PASSING OF THE Maisons de Tolérance. 

Another nail in the coffin of the official brothel 
was hammered home at Grenoble during the Seven- 
teenth National Congress of the Radical and Radiecal- 
Socialist party, which adopted unanimously the follow- 
ing resolution proposed by Dr. Hermite and supported 
by a late Cabinet Minister, Mr. Justin Godart :— 

The Congress, being inspired by the resolution adopted 
by the League of Nations’ Committee for the Protection of 
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Women and Children, considering that its investigations 
made in the countries adherent to the Pact have enabled 
it to prove incontestably that 29 great nations which have 
abolished the traffic in brothels have declared that this 
abolition has in no way provoked any increase in the 
incidence of the venereal diseases, has done nothing to 
injure the public welfare, and has considerably reduced the 
dangers of the international traffic in women, addresses 
its congratulations to the municipalities which have closed 
the brothels, and notably the municipality of Grenoble, 
and takes note of the achievements, satisfactory from all 
points of view, thus effected. 


The resolution ended with expressing a wish that 
a general order would be given with a view to the 
irrevocable suppression in France of the * scandalous 
trade’’ in maisons de_ tolérance. However much 
obscured in the drafting, the meaning of the resolution 
is perfectly clear: it is death—sooner or later—to 
the brothel. 





IRELAND. 


(FROM OUR OWN CORRESPONDENTS.) 


THE HOSPITAL SWEEPSTAKES. 

TuE first sweepstake promoted on behalf of certain 
of the Dublin hospitals has proved successful to a 
degree beyond the hopes of the promoters. When 
tickets were first issued it was announced that a 
sum of £25,000 as minimum prize money had been 
deposited at the Bank of Ireland. As a matter of 
fact some £400,000 will be distributed in prizes, 
being 50 per cent. of the gross takings. The hospitals 
concerned will benefit to the extent of about £130,000, 
the remainder of the takings going in expenses and 
promoters’ commissions. The hospitals which share 
in the present sweepstake are: Sir Patrick Dun’s, 
Jervis-street, National Maternity, Children’s (Har- 
court-street), St. Ultan’s, and the Dental. The 
drawing of tickets took place last Monday in the 
Mansion House, Dublin, under the supervision of 
General E. O'Duffy, Commissioner of the Civic 
Guard. The sweep is on the Manchester November 


Handicap, which is being run on Novy. 22nd. Mean- 
while, arrangements have been made for another 


sweepstake, to be held on the Grand National Steeple- 
chase next March. It is on a wider scale than the 


present venture, for 23 hospitals have agreed to 
participate. They are: Dublin, Jervis-street, Sir 


Patrick Dun’s, Meath, Richmond, Coombe, National 
Maternity, Children’s (Harcourt-street), Linden Con- 
valescent Home, Children’s (Temple-street), 
Ultan’s, St. Patrick’s (Mountjoy-square), Dental; in 
Cork, North Infirmary, South Infirmary, Erinville, 
North Fever, Dental; in Limerick, Barrington’s, 
County Infirmary, Bedford Row Maternity; in 
Waterford, County Infirmary; in Louth, County 
Infirmary ; in Donegal, Shiel. Of the sums to be 
distributed the Dublin hospitals will receive 64 per 
cent. and the Cork hospitals 18 per cent. 


St. 


DEATH OF DR. 0. F. MCCARTHY. 

The death occurred last week, after a short illness, 
of Dr. Owen McCarthy, resident medical superinten- 
dent of the Cork Mental Hospital. Dr. McCarthy 
had spent the greater part of his professional life in 
that institution, first as assistant medical oflicer, and 
later as medical superintendent. During the war he 
served in the Royal Army Medical Corps, holding a 
captain’s commission. He was held in high regard 
by his professional brethren in the South of 
Ireland, and his tenure of office in the Cork 
Mental Hospital was marked by many reforms and 
improvements. 


IRELAND,.—AUSTRALASIA, 
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MEDICAL BENEFITS IN NORTHERN IRELAND. 

Dr. James Boyd has been appointed medical 
officer to the Ministry of Labour, N.1., to superintend 
the working of this scheme. Dr. Boyd is honorary 
physician to the Royal Gwent Hospital, Newport, 
Mon. 

The Minister of Labour for Northern Ireland has 
completed the appointments in connexion with the 
Medical Benefit Council, which is to be set up under 


the National Insurance Act. The Council is repre- 


sentative of varied interests, and Prof. R. J. 
Johnstone, M.P.. has agreed to act as chairman. 


The medical men on the Council in addition to the 
chairman are, Emeritus Prof. T. Sinelair, Dr. David 
Gray, Dr. W. Lyle, Dr. J. N. MeLaughlin, Dr. 8. E. A. 
Acheson, and Dr. J. C. Loughridge. 


AUSTRALASIA. 


(FROM OUR OWN CORRESPONDENT.) 


RAMISECTION IN SPASTIC PARALYSIS. 

Tue report! by Dr. C. P. Symonds and his colleagues 
on the results of ramisection in six cases of spasticity 
in children operated on by Dr. N. D. Royle at Queen 
Mary’s Hospital, Carshalton, in 1927, appears to be the 
final word. There are many in Australia who hold 
the view expressed in this report, but there are a 
number—including several surgeons of ability. whose 
judgment is beyond question—who practise the 
operation, and claim good results, which they attribute 


to it. Dr. R. B. Wade, senior surgeon of the Royal 
Alexandra Hospital for Children, Sydney, who 


has had an unusual opportunity of studying the 
effects of the operation, writing on the results of 
ramisection performed by him on 35 patients suffering 
from spastic paralysis says :— 

** Ramisection has in my hands, I consider, given better 
results in this class of condition than I have had in the past 
with tenotomies alone, transplantation of tendons, resections 
of nerves (Stoeffel’s operation), and my experience up to the 
present convinces me that the operation of ramisection plus 
tenotomy and re-education should be the operation of choice 
in cases of spastic paralysis.”’ 

The Medical Journal of Australia, in its issue of 
Oct. llth, 1930, p. 505, devotes an editorial to the 
subject. It quotes the conclusions of Dr. Wade and 
Dr. H. R. G. Poate from the Journal of the College of 
Surgeons of Australasia of March, 1930, and also those 
of Dr. H. le Roy von Lackum of the New York 
Orthopedic Dispensary and Hospital in the Journal 
of the American Medical Association of Jan.12th, 1929. 
It is stated that the operation, beyond doubt, has a 
certain value, and the editorial questions whether those 
who made the English report were justified in drawing 
negative conclusions of such a sweeping nature from a 
small series. This journal suggests that further 
assessment of the value of the operation is necessary, 
and that it would be best to place the matter in the 
hands of a special committee for investigation in 
centres where the operation is used. Such a committee 
should inquire into the condition of patients, both 
before and after operation, over a period of two or 
three years. It is felt that it is for the College of 
Surgeons of Australasia to take further steps. 

Apart from the question of the value of the operation 
in spasticity, considerable attention has lately been 
directed to the sequel of left lumbar ramisection in 
Hirschsprung’s disease. In this condition the results 


» THE LANCET, July 19th, p. 127. 











THE LANCET, | A SOCIETY OF PHYSICAL 
of operation are very much easier to assess, and the 
decision is not complicated by so many other factors 
with spasticity. There can no doubt that 
symptomatic cures follow the operation in many 
cases, although surprisingly little improvement 


apparent on radiographic examination. 


as 
is 


A SOCIETY OF PHYSICAL MEDICINE. 


PROPOSED ASSOCIATION WITH THE 


MEDICINE. 


ROYAL SOCIETY OF 





For many years it has been felt that practitioners | 
of physical medicine might usefully unite in a body 
which could effectively represent their interests and 
forward their aims. (See Tue Lancet, Nov. Ist, 
p. 980.) On Novy. 14th a society was formed, but its 
proposed policy did not satisfy a considerable group 
of those affected, and on Nov. 17th Prof. W. E. Dixon 
took the chair at a meeting representative both of 
the newly formed society and of those who dissented 
from its aims. He outlined the history of the move- 
ment and the formation of a body of * biophysical 
assistants > under the auspices of the Society of 
Apothecaries of London. It had then, he said, been 
thought necessary to form a society important enough 
to control these assistants and, if necessary, to hold 
an examination. This plan met with much criticism 
from general physicians, and Lord Dawson had 
suggested instead the formation of a new section or 
sections of the Royal Society of Medicine. Against 
that suggestion stood the objection that the Royal 
Society of Medicine did not deal with political matters, 
or with the merits of apparatus or of commercial 
concerns ; it could not form a committee to state the 
views of any of its sections, nor could it institute an 
examination. 

Lord Dawson, the next speaker, strongly urged the 
advantages of coéperation with a large and influential 
body like the Royal Society of Medicine. First and 
foremost, practitioners of physical medicine needed 
an organisation for coéperation and the exchange of 
ideas. The recognition and examination of technical 
assistants was a matter for the educational bodies, 
and for recommendations from a society like the 
Royal Society of Medicine. He assured the meeting 
that in practice there would be no difficulty about 
political activity of this kind on the part of the Royal 
Society of Medicine, and said that if in the future 
any such difficulty arose, then would be the time to 
consider the formation of an independent body. 
The constitution of the Royal Society of Medicine 
was designed to give the maximum of freedom and 
independent action to individual sections with all 
the advantages of coérdination and_ prestige. 

Dr. Fortescue Fox, Dr. W. J. O’Donovan, Dr. 
Albert Eidinow, Sir Leonard Hill, Dr. King Brown, 
Sir R. Stanton Woods, Dr. Kerr Russell, Dr. Hector 
Munro, Dr. M. B. Ray, and Dr. C. B: Heald then 
contributed to a discussion. The necessity for a 
representative body of physiotherapists in this country 
was urged from the point of view of international 
relations and of publie health work. The possibility 
of forming a society and then approaching the Royal 
Society of Medicine for recognition was adumbrated, 
and it was agreed that it would be a mistake to form 
two societies. It was argued that the Council of the 
Royal Society of Medicine had refused to take any 
steps in a matter of medical education which had 
been strongly urged by one of its sections, but it was 


MEDICINE.- 





pointed out, on the other hand, that the Counciy 
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had allowed the Section of Laryngology to arrange 
with the Colleges for a diploma in laryngology, and 
the Section of Obstetrics to appoint witnesses to 
appear before the Committee on Maternal Mortality. 
Lord Dawson assured the meeting that a committee 
of its members would receive sympathetic considera- 
tion from the Council. 
William Hale-White the work and 
constitution of the Association of Physicians, and 
suggested that, if a society were formed, it should be 
on those lines. 

Lord Dawson suggested the following resolution : 


Sir deseribed 


* That a committee representative of the various aspects 


} of knowledge and of opinions be constituted in order to 


explore a plan of forming an adequate representation of 
physiotherapy within the confines of the Royal Society of 
Medicine.”’ 


Several members suggested that the terms of 
reference were not wide enough, and Lord Dawson 


therefore proposed as an addition to his motion the 
words : 


‘and, in the event of failure, to explore other avenues.” 


This proposal was seconded by Dr. Hector Munro 


and carried unanimously. The meeting instructed 
Sir Leonard Hill and Prof. Dixon to approach 


interested parties with a view to forming a committee. 


THE 


ROYAL 
Comdr,. J. 


SERVICES 


NAVAL 
R. A. 


MEDICAL SERVICE, 

Surg. Clark-Hall is placed on the retd. 

list. 
Surg. 


Lt. E. 


ROYAL NAVAL VOLUNTEER RESERVE, 
Surg. Lt. W. P. Elford to be Surg. Lt. Comdr. 
Surg. Sub-Lt. C. Seeley to be Surg. Lt. 
Proby. Surg. Lts. T. J. Lloyd, R. D. Bradshaw, A. S. 
Pearson, and KE. R. G, Passe to be Surg. Lts. 
Surg. Lt. H. A. M. Whitby is appointed to Ramillies. 


C. Johnson is appointed to Revenge. 


ROYAL ARMY MEDICAL CORPS. 
Lt.-Col. H. St. M. Carter, half-pay, late R.A.M.C., retires 
on retd, pay on account of ill-health. 
Capts. L. Handy and M. J. Whelton to be Majs. 
TERRITORIAL ARMY. 
Supernumerary for service with O.T.C.: 2nd Lt. H. A. 


Raeburn, from Gen. List, T.A., to be Lt., supern. for serv. 


with Med. Unit, Edin. Univ. Contgt., Sen. Div., O.T.C. 

R. F. Phillips (late Cadet, Christ’s Hosp Contgt., Jun. 
Div., O.T.C.), to be Lt. supern. for serv. with Med. Unit. 
Univ. of Lond. Contgt., Sen. Div... O.T.C. 

ROYAL AIR FORCE. 

Flying Officer N. M. Jerram is promoted to the rank of 

Flight Lt. 
INDIAN MEDICAL SERVICE, 
Lt.-Col. H. W. Illius retires. 


DEATHS IN THE SERVICES. 

Lt.-Col. Alexander Haldane Stokes, late A.M.S., who died 
at Bedford on Nov. 13th at the age of SS, graduated in 
medicine and surgery in the University of Dublin in 1868, 
and took the doctorate in medicine in the following year. 
when he received his first commission in the medical depart- 
ment of the Army. In 1881 he saw service in South Africa, 
was in charge of the base hospital during the Transvaal 
campaign, and was mentioned in despatches. He also 
served with the Sudan Expedition of 1885, and was awarded 


the Suakin medal with clasp and the bronze star. He 
retired in 1890, 

DONATIONS AND  BEQUESTS.—The late Lod 
Brotherton left, among other bequests, £100,000 for the 


general benetit of the University of Leeds and £20,000 for 
charitable purposes to the cities of Waketield, Leeds, and 
Birmingham respectively.._By the will of the late Dr. 
Walter Edmunds, of Putney, the Worthing Hospital receives 
£2000 to provide for four cots, 
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CORRESPONDENCE 


PRACTITIONERS AND THE MENTAL 
TREATMENT ACT. 


To the Editor of THE LANCET. 


Sir,—In your issue of Nov. 8th you were good 
enough to publish the substance of a notice issued by 
the Board of Control in the following terms :— 

‘* Medical practitioners who desire to be approved by the 

Board of Control for the purpose of making recommendations 
in respect of voluntary patients under 16 years of age, 
Section 1 (3), and temporary patients, Section 5 (3) of the 
Mental Treatment Act can obtain the necessary form of 
application by writing to the Board of Control, Caxton 
House West, Tothill-street, London, S.W., and marking 
the envelope ‘ M.T.D.’ in the top left-hand corner. As the 
Act comes into operation on January 1 next, intending 
applicants should write for this form immediately. The 
Board cannot entertain applications for approval from 
medical practitioners of less than five years’ standing on the 
Medical Register.”’ 
A similar notice was issued in other journals and 
newspapers but up to the present a very small number 
of applications have been received from medical 
practitioners for approval under the Act. It will, 
of course, be appreciated that the operation of Sections 
1 (3) and 5 (3) of the Mental Treatment Act as from 
Jan. Ist next will be seriously handicapped unless 
there is a sufficient number of medical practitioners 
approved by the Board for the purpose of signing 
recommendations under those sections. In particular, 
a temporary patient cannot be received for treatment 
under Section 5 unless the recommendation has been 
signed by a medical man who has been approved by 
the Board of Control for the purpose ; and if in any 
area there are no practitioners so approved, the 
medical profession may find themselves in difficulty 
in securing that their patients shall have the advantage 
of treatment under those provisions. 

It is therefore a matter of urgent importance that 
an adequate number of medical men throughout the 
country should be approved, if possible, before 
Jan. Ist next. Medical practitioners seeking approval 
should write to the Board of Control, Caxton House 
West, Westminster, S.W.1, for an application form 
and should mark the envelope ‘‘M.T.D.” — Applica- 
tions can only be considered from practitioners of at 
least five years’ standing on the Medical Register. 

I am, Sir, yours faithfully, 
L. G. Brock, 


Nov. 13th, 1930. Chairman, Board of Control. 





THE ALKALOIDS OF ERGOT. 
To the Editor of Tur LANCET. 


s1r,—In reply to the communication by 8S. Smith 
and G. M. Timmis, which appeared in your issue of 
Nov. Ist, I would say that in my first letter—THE 
LANCET of Oct. 18th—I already mentioned sources of 
ergot of rye containing ergotamine—e.g., Hungary, 
Czecho-Slovakia, Portugal. 

In the first place 5. Smith and G. M. Timmis 
suggested that ergotamine did not exist in ergot of 
rye. They now suggest that ergotamine may be 
obtained from ergot of rye, but of not a “ normal” 
infection by Claviceps purpurea. I do not follow 
these authors here. For a man who wishes to prepare 
ergotamine, the ergot containing this alkaloid is the 
normal one, since ergotamine possesses all the valuable 
therapeutic properties of fresh ergot of rye. I can 


only repeat that the value of ergot of rye depends on 
various factors as age, source, conservation, &c., and 
different samples are found to yield respectively 
ergotamine and no ergotoxine, ergotoxine and no 
ergotamine, and ergotamine and ergotoxine side by 
side. 

The suggestion of S. Smith and G. M. Timmis that 
ergotoxine may be converted to ergotamine during 
the process of manufacture has been made long before 
without any foundation, and now 8. Smith and 
G. M. Timmis appear to cast doubt on the conclusions 
of their own work, where they confirmed my previous 
demonstrations that the two groups of alkaloids are 
chemically different and that a conversion also by 
other authors never has been observed. 

I wish to repeat here my view that ergotoxine 
and ergotamine exist preliminarily in ergot of rye, but 
in varying quantity and varying proportion. We 
know similar examples of drugs with varying contents 
of alkaloids—e.g., cortex chine and others. As 
ergotamine loses its capacity to crystallise sooner 
than its pharmacological activity, insufficiently 
conserved or stored ergot of rye may occasionally 
give the impression that ergotamine is wanting, even 
if amorphous alkaloids are present. 

I cannot agree with 8. Smith and G. M. Timmis 
concerning their conclusion drawn from the pharma- 
cological identity of ergotoxine and ergotamine 
regarding the clinical virtues of the two alkaloids. 
The clinical comparison cannot be executed but by 
clinicalinvestigation. Practice has proved in numerous 
cases the occasionally big differences between pharma- 
cological and clinical experience, especially in actions 
on the nervous system. Assuming clinical identity 
of ergotoxine and ergotamine, differences of more 
technical importance—capacity to crystallise, solu- 
bility, stability, &c«.—possess great significance. 

I am, Sir, yours faithfully, 
Basle, Nov. 6th, 1930. Prof. ARTHUR STOLL. 


To the Editor of THe LANCET. 


Srr,—Having read Prof. Stoll’s letter published 
above may we, in concluding this correspondence as 
far as we are concerned, briefly summarise our 
views ? 

First, there is not the slightest doubt that the four 
ergot alkaloids are chemically distinct substances. 
This was one of the chief points in our original paper, 
and we have written nothing which could suggest 
that we cast doubt on this conclusion. 

Secondly, there is good evidence, chemical, phar- 
macological, and physical, that the four alkaloids 
are closely related. The possibility that ergo- 
toxine may be convertible to ergotamine cannot be 
excluded. 

Finally, we have recorded that during our exten- 
sive examination of official ergot from all available 
sources, including specimens from the countries 
mentioned by Prof. Stoll, we have invariably isolated 
ergotoxine and ergotinine. In no case have we 
isolated ergotamine or ergotaminine, although the 
methods which we employed readily permitted the 
extraction of ergotamine from the unofficial fescue 
ergot. We offered a tentative suggestion that rye 
might occasionally, or possibly regularly in some 
districts, be infected by a distinct species of Clavicep« 
giving rise to ergotamine. We have not found such 
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an ergot, and the suggestion was only put forward 

as a possible explanation of the controversy between 

Prof. Stoll and ourselves. 
We are, Sir, yours faithfully, 

bag SMITH. 


M. Tr Mis. 
Wellcome Che pg w a, ” ean toni 
Nov. 14th, 


To the Editor of Tuk Lancer. 


Sir,—The correspondence in your issues of Oct. 18th 
and Novy. Ist between Prof. A. Stoll of the Sandoz 
Works, Basle, and Drs. Smith and Timmis of the 
Welleome Chemical Works, may appear to be chiefly 
of interest to chemists and pharma ists. So far as it 
concerns the obscure chemical relationship between 
the alkaloids ergotoxine and ergotamine, and the 
botanical identity of the ergots yielding them, that 
may well be the case. Ergotoxine was isolated and 
characterised by Barger and Carr in 1906, and 
simultaneously described as hydroergotinine by 
Kraft, while the description of ergotamine by Stoll 
and Spiro followed some 15 years later (1921). I was 
able to show with Spiro that the action of the two is 
absolutely identical, and there remained even some 
doubt as to whether they might not be the same 
substance. The fact that they are chemically different 
seems to have been settled by the recent paper by 
Smith and Timmis; these authors, however, raised 
a new point, in stating that they always obtained 
ergotoxine from the official ergot of rye, and always 
ergotamine from the ergot of a wild grass (Festuca). 
This gave the impression, reflected in an annotation 
in Tue Lancet of Sept. 20th (p. 652), that ergo- 
tamine was the product of unofficial ergots. Prof. 
Stoll denies this, and Drs. Smith and Timmis seem 
puzzled by the discrepancy between his statement 
and their own experience, and ask for further informa- 


tion. These questions can safely be left to the 
chemists and pharmacists for investigation and 
settlement. 


There is, however, another problem arising from 
Prof. Stoll’s letter, which has a directly medical 
importance. I am inclined to believe, indeed, that 
its importance is much wider than that of any question 
concerning ergot. Prof. Stoll is concerned to defend 
‘ the importance of ergotamine as the active principle 
of official ergot of rye.” From Tue LANCET’s sugges- 
tion, that ergotamine is the product of an unofficial 
ergot, he is, on the facts presented by him, perfectly 
entitled to defend its claim to be an active . principle 
of the official drug. His use of the definite article, 
however, is apparently intentional; for, in the same 
connexion, he states that ‘‘ hundreds of experimental 
and clinical workers have shown that ergotamine 
possesses all the specific properties of official ergot. 
As yet no such clinical literature exists on ergotoxine. 
While in 1923 the British Pharmaceutical Codex still 
denied recognition to ergotoxine as a clinically 
efficient active principle of ergot, ergotamine already 
possessed extensive clinical literature,’ &c. The 
implication appears to be that ergotoxine, though 
pharmacologically identical, has failed as a practical 
therapeutic agent where ergotamine has succeeded, 
and that the latter, accordingly, is the active principle. 

So far as they are concerned with matters of fact, it 
is impossible to question the accuracy of the state- 
ments quoted above from Prof. Stoll’s letter. It is a 
fact that he can cite abundant and accurately recorded 
clinical observations to show that ergotamine does 
what is required of ergot in practice; it is a fact 
that no such records can be found for ergotoxine ,; 
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and it is natural for him to quote the statement in the 
Codex as an authoritative summary of experience. 
Prof. Stoll cannot reasonably be blamed for using 
these facts for his own purpose. The actual statement 
in the Codex is as follows: ‘“ Ergotoxine has been 


| used clinically for its action on the uterus, but it is 


disappointing and gynecologists are now generally 
agreed that it is not the active constituent they want.” 
A foreign reader, such as Prof. Stoll, would naturally 
imagine that a number of representative gynw#co- 


logists had met to discuss the results of trials 
scientifically conducted in their clinics, and had 
agreed upon this important conclusion. It would 


be difficult for him to suppose that, though ergotoxine 
had been known for about 15 years before he found 
ergotamine, it had, in fact, never received a proper 
clinical trial in the country of its origin ; or that such a 
statement as that in the Codex could be based on a 
casual impression. These, however, are the curious and 
rather humiliating facts. Ergotoxine, described in 
England in 1906, has not to this day received a proper 
clinical trial; ergotamine, described in Switzerland 
in 1921, and identical in action with ergotoxine, 
according to laboratory tests, was promptly and 
adequately studied in the Swiss and German clinics. 
As a result, the long outstanding question, whether 
the specific alkaloids were responsible for the clinically 
desirable actions of ergot, was answered decisively 
and in a positive sense. That question could have 
been answered at any date after 1906, and until 1921 
the knowledge and the material needed for its study 
were most easily available in England. It was not 
merely that nothing effective was done ; what was 
said was worse than nothing, in that it was misleading 
to anybody who took it seriously. Those who, 
being scientifically interested, pressed for clinical 
trials which could give a definite answer, became all 
too familiar with the assurance that “ clinical experi- 
ence’ had found the Liquid Extract (B.P.) “ satis- 
factory ’’ ; so that, as this extract contained practically 
no alkaloid, the alkaloid was clearly not required 
clinically, however interesting its intense and unique 
activity might be to the laboratory worker. 

It may be presumed that this was the 
evidence on which the 


kind of 
Codex based its dismissal of 
ergotoxine ; at any rate, I know of no other on which 
it could have been based. I should, however, in 
justice to British obstetrics, acknowledge that, when 
this fundamental question had practically 
settled abroad, Mr. Aleck Bourne, in alliance with my 
former colleague, Dr. Burn, produced by far the most 
elegant and convincing demonstration of the fact 
that the clinical action of ergot is due to the specific 
alkaloids. Since, however, Burn and Bourne used 
only ergotamine for their clinical experiments, they 
added yet another to the published records, which 
have made it plausible for Prof. Stoll to suggest that 
he discovered, not merely a slightly different alkaloid 
with the same action as the long-known ergotoxine. 
but the long-sought active principle of ergot. 

I do not regard this case of ergot and its alkaloids as 
having much importance in itself. The question 
which really interested me—namely, whether ergot 
owed its value to its peculiar alkaloids or to some 
unspecific constituent—has been settled at last. I am 
now almost completely indifferent as to whether 
ergotoxine or ergotamine is used in practice; the 
action of both is that which I originally described 
for ergotoxine, and I had the pleasant privilege of 
cooperating in the pharmacological investigation of 
ergotamine as well. I should merely like to see the 
pioneer work of my chemical colleagues of 24 years ago 


been 
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receive its proper share of recognition. If I am 
correctly informed, the present position is that British 


gynecologists, having shown no real interest in 
ergotoxine or inelination to study and describe 


its action, are exhibiting a polite readiness to try 
ergotamine, and even, perhaps, to adopt it in their 


practice, now that careful descriptions of its 
action have been published by their continental 
colleagues. The case happens to be one of which 


the details are familiar to me, but I find no reason for 
supposing that it is the only one of its kind. It 
probably furnishes only a rather striking illustration 
of a general reluctance, of medical men in this country, 
to undertake clinical trials of anything new, under 
the conditions of scientific control needed to make 
the results worthy of record. Detailed discussion 
of the possible causes of this attitude is beyond the 
scope of this letter. Has it any affinity with the 
artistic timidity which provides a readier hearing, 
in his own country, for the British musician who 
disguises his name and his origin ? How far is it due 
to an entirely honourable concern, lest clinical oppor- 
tunity should be exploited for some private, proprietary 
interest? If that is the difficulty, it is hardly met 
by a tame receptiveness for what is done elsewhere, 
which merely gives a free hand to foreign interests. 
How far, on the other hand, is the attitude merely a 
symptom of a condition affecting clinical research 
of every kind in this country—a condition of which the 
etiology and treatment have recently been brought 
under active discussion? Whatever the cause, the 
position is a serious one for the progress of therapeutic 
science in this country. 
I am, Sir, yours faithfully, 
H. H. DALE. 


National Institute for Medical Research, memes. 


London, N.W., Nov. 17th, 193¢ 

P.S.—You have kindly etal me to see the 
further letters which are to appear in the same issue 
with this. Your readers will, no doubt, agree with 
Prof. Stoll that identity of clinical action can only be 
strictly proved by comparative clinical trials. On the 
other hand, when exhaustive tests in various labora- 
tories, including those of Prof. Stoll’s firm, have 
established a very strong presumption of complete 
identity in action between two alkaloids, the fact 
that clinical records exist for the action of only one of 
them does not weaken that presumption. 


ELECTRO-SURGERY. 
To the Editor of Tuk LANCET. 


Sir,—I should also like to protest at the views 
expressed in your leading article of Nov. Ist. In my 
opinion, electro-surgery in this country has developed 
very considerably, and from my own observations 
abroad there are operators here whose technique and 
ability are in no way inferior. As one example may I 
mention the great experience of Mr. Sampson Handley 
in this direction. There are many others skilful in as 
many directions. Dr. Cumberbatch has done a world 
service in the development of diathermy technique. 
The reference to apparatus is unfortunate. British 
diathermy machines of to-day are quite satisfactory, 
and have as standard the multiple tungsten gap your 


article refers to. In the enucleation of tonsils, I have 
had the opportunity of testing the hemostatic 


properties of diathermy.' I use British diathermy 
machines as I have found none better. 

I am, Sir, yours faithfully, 

Nov. 12th, 1930, WARNER COLLINS. 


Putney Hill, S.W., 
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TONSILLECTOMY. [Nov. 22, 1930 
A PLEA FOR MORE CAREFUL 
TONSILLECTOMY. 


To the Editor of Tue LANcer. 
Sirk,—During the last few years I have had to 
examine the throats of very many school-children in 
the L.C.C. area. This has shown to me the large 
number of cases in which the operation of tonsil- 
lectomy has been inefficiently performed. It is 


essential to draw attention to the fact and, as it is 
better to have figures to support statements, I have 
noted the results of the operation in 100 consecutive 
eases I have examined. Here is an analysis of 
results :— 


Of the 100 cases, 47 had their tonsils cleaniy and satis- 
factorily removed, 49 had tonsillar remains, and four had the 
tonsils removed cleanly but the palate grossly scarred and 
deformed. (By tonsillar remains I do not mean a small tag 
of lymphoid tissue adhering to the base of the tongue, but a 
large part of the tonsil left behind—anything from a quarter 
of the tonsil to the whole of it.) 

I have classified the results in the table given below 
showing the places where the operations were done. 


: With With 
Place of operation foe t. —— tonsillar deformed 
ene remains. palate. 
Voluntary teaching hosp. r 14 4 10 0 
Voluntary non-teaching aan 47 24 22 1 
L.C.C. clinics <4 : 35 19 13 3 
By private ope ration . 3 0 3 0 
Place of operation unknow n. 1 0 1 0 
Total 100 47 49 4 


From my observations over a number of years, I am 
confident that a‘ similar series would show similar 
results. It is not my purpose to decry the work of my 
colleagues as I am not at all sure that better work 
could be done by any individual under the existing 
circumstances. It is rather my aim to bring the facts 
vividly before medical men, so that an examination 
may be made into the methods which produce such 
very bad results. 

It should be noted in the first place that there is no 
substantial difference in the results obtained in 
voluntary hospitals and those obtained elsewhere. 
I hold no brief for any special method of tonsillectomy. 
Every man tends to evolve his own technique, but it 
appears to me that there are three essential require- 
ments to obtain a high percentage of successful 
tonsillectomies, and that the present poor results are 
due to a neglect of one or more of these requirements. 

The first and most essential point is the administration of 
a continuous anesthetic which gives the operator plenty of 
time and ensures relaxation of the parts. In this way it is 


possible to cope with the difficult as well as with the easy 
cases. 

The second point is that the operator must have a means 
of illuminating the fauces efficiently. It is not possible to 
remove tonsils while groping in the dark. 

The third point is that there must be an efficient method 
of haemostasis, as it is impossible to make sure that the 
tonsils have been completely removed until all bleeding has 
been stopped and the fosse examined at leisure. 


With regard to the high percentage of failures in 
cases operated on in the voluntary teaching hospitals 
(as shown in my small number of cases) no one doubts 
the personal efficiency of the surgeons of the depart- 
ments. If they themselves performed all the opera- 
tions the failures would be few. It is the necessity 
for teaching junior men the job that leads to the non- 
success of the operation. Young men must be trained 


but the patient should not be made to suffer in the 
continuous anesthetic, therefore, 


process. <A 


is all 
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the more essential so that the supervising expert can 
take over from the novice if necessary. 

I am aware that the routine adoption of my three 
essential points would lengthen considerably the 
average time of operation, but perhaps not to the 
extent that might be expected. In children I find it 
possible, with trained assistance, to remove tonsils by 
dissection under ether anesthesia, up to six cases in 
an hour. In any case present-day results are so bad 
that modifications in technique will have to be intro- 
duced, let these modifications lead where they may. 

I am, Sir, yours faithfully, 
J.D. McLaGeGan. 

Wimpole-street, Cavendish-square, W., Nov. 14th, 1930, 





THE CHARTERHOUSE RHEUMATISM CLINIC. 
To the Editor of Tur LANcer. 

Sir,—The clinie was first opened in October, 1928. 
Treatment is entirely free. and consists of weekly 
injections of stock vaccine. During the first two 
vears rather more than 500 patients attended, suf- 


fering from rheumatoid arthritis. osteoarthritis, 
fibrositis, lumbago, sciatica, and other forms of 


chronic rheumatic disease. No case, however crippled, 
who could be brought up the stairs, has been refused. 
An attempt has been made to follow up all those who 
have ceased their treatment, and to these—195 in 
number—letters were sent out. IIL answers were 
received. As 17 were returned through the dead- 
letter office, 62 per cent. of the patients replied. 
Those under treatment—176 in number—who had 
attended for more than a fortnight. were instructed 
to reply to a questionaire. 


The results were then tabulated under three 
headings: Great improvement. including “cure,” 
Definite benefit, No benefit. An analysis of the replies 
received from those discharged as “cured,” or no 
longer attending, yields the following results : 

Class 1. Class 2. Class 3. 
Great improvement, Definite : al Total. 
including cure. benefit . No benefit. 
43 (38-73%) 43 (38°73 °,) 25 (22°5 %) 111 


j 


Total of Classes 1 and 2, 77°4".,,; Class 3, 22°5",. 


Class 1.—Of those ‘“‘ cured” or greatly relieved 
there were 14 cases of osteoarthritis, 15 cases of 


fibrositis, and 14 cases of other rheumatic conditions. 
The average number of attendances in weeks of the 
cases of osteoarthritis in this class was 20-4 (maximum 
figures being 44 and 38), of the fibrositic group 11-4, 
and of others 10-4. 

Class 2.—There were 13 cases of osteoarthritis in 
this class, with an average attendance in weeks of 
16-7; fibrositis 6, with an average weekly attend- 
ance of 17; and of other cases 12, with an average 
attendance of 7 weeks, 

Class 3.—The average attendance of all types in 
this unsuccessful group was 11-2 weeks. From 
many of the replies received in this group and from 
a study of the records of the case cards, it would 
appear that the occurrence of reactions, general and 
focal, which had not always been revealed by the 
patient while under treatment, had in many cases 





1 The technique and the vaccine used is that described in the 
Handbook of the Vaccine Treatment of Chronic Rheumatic 
Diseases, Oxford Medical Publications, 1930. 
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acted as a deterrent to persistence with the 
treatment. 

A similar analysis of the opinions of patients under 
treatment vields the following result : 


Class 1. 


Class 2. Class 3. Total. 
91 (52°7 %) 69 (39°77 %,) 16 rt 65°.) 176 
It was realised in conducting this part of the 


investigation that the veracity of these opinions 
might be vitiated by a possible tendency of patients 
under treatment to exaggerate, out of gratitude or 
from a sense of obligation, the benefit experienced. 
With this possible fallacy in mind, these opinions 
were collected with a careful avoidance of leading 
questions, combined with a certain amount of cross- 
examination to elicit specific reasons for the alleged 


improvement, when such was not spontaneously 
given. Such reasons, for example, as “can now 
kneel,” or “can now go up and down stairs,’ or 


“can now walk without a stick,” were frequent and 
striking. 

Combining the figures obtained by the postal and 
personal questionnaires, the following figures emerge :— 


Class 1. Class 2. Class 3. Total. 


134 (46°68 °%,) 112 (39°) 41 (14°2%) 287. 


Total of Classes 1 and 2, 85°7 °% in 287 cases. 

It might be urged that those who had failed to 
reply had received no benefit and were reluctant 
to state this, and that their total should be added to 
those of Class 3 in the above caleulation. It appears, 
however, that laziness or inertia would probably 
account for a substantial proportion of the missing 
opinions, for an examination of the case cards, and 
our recollection of the condition of the patients when 
last seen, indicates that a considerable number of 
them had received appreciable, and in many cases 
substantial relief.2) We are satisfied that not all of 
those who failed to reply can be fairly charged to 
Class 3 of the account, but even if they were, the 
figures would stand as follows : 


Classes 1 and 2. Class 3. Total. 
246 (65%) 108 (35%) 354 
It would appear, therefore, that some number 
lying between 65 and 85, and nearer the larger 


number than the smaller one, represents the per- 
centage of those who have undergone treatment and 
benefited thereby. A conservative estimate of this 
number would be 75 per cent., and we suggest that 
it is no overstatement of our case to advance the 
claim that three-quarters of those who have been 
under treatment at the Charterhouse Rheumatism 
Clinic have improved. We would like here to express 
our great appreciation of the courtesy of the Charter- 
house Mission in Southwark, whose club room has 
so kindly been placed at our disposal for four after- 
noons a week. 

In conclusion, it is our considered opinion that 
the method of treatment of the chronic rheumatic 
diseases by stock vaccine as used at the Charterhouse 
Rheumatism Clinic is one from which patients may 
be expected to obtain definite benefit. It is one 
upon which further detailed clinical research is 


* Several replies, which came in too late to be included, come 
under Class 1 or 2. 
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desirable, and since the method is suitable for the 
general practitioner to use in his own surgery, he 
should take an important part in any such investiga- 
tion. We suggest that stock vaccine treatment 
could thus be applied on a large seale in the routine 
treatment of rheumatic patients, nor can we see any 
reason why it should not meet with a success equal 
to that here recorded. 


We are, Sir, yours faithfully, 
H. WARREN CROWE, 
T. C. McComsBige YounG, 
Nov. 13th, 1930. Francis Bacu. 


AND CONTRACT 
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PARAPLEGIA IN HODGKIN’S DISEASE. 
To the Editor of Tuk LANCET. 


Sir,—In the clinical note on the above subject 
published in your columns on Oct. 25th we overlooked 
by inadvertence an interesting clinical case showing 
similar symptoms which was also published in Tue 
Lancet (1927, ii., 807) by C. F. T. East and R. ¢ 
Lightwood. We are pleased to repair this omission. 

We are, Sir, yours faithfully, 
F. Joun Poynton, 

Harley-street, W., KENNETH E. Harris. 


Nov. 18th. 


PANEL AND CONTRACT PRACTICE 


Maintenance of Efficiency. 

In his recent report on the state of the public health, 
Sir George Newman points out that, with two excep- 
tions, the work of insurance practitioners is not 
subject to inspection of any kind. The exceptions, 
of course, are records and prescriptions. Yet, he 
adds, it would seem at first sight that the service is 
one in which some form of supervision is specially 
needed. It is not constituted by the appointment 
from a number of candidates of officers selected on 
account of their peculiar fitness for the work; on 
the contrary, any registered medical practitioner 
{other than one whose name has been removed from 
the medical list by the Minister) may exercise his 
statutory right to undertake the treatment of insured 
persons. How, then, is the efficiency of the service 
maintained ? What steps are taken to ensure that 
insured persons receive proper treatment from their 
insurance practitioners ? 

The answers to these questions have been given in 
previous annual reports of the C.M.O., Ministry of 
Health, but he recapitulates them briefly :— 


‘ First, reliance is placed on the natural tendency of 
the doctor to do his best for his patient. This, in my view, 
is an important consideration. Quite apart from the purely 
professional feeling of repugnance to inferior work, which is 
as strong among doctors as among members of other pro- 
fessions, there is between doctor and patient a relation of 
a very special kind. A patient is a person in distress, and 
the natural tendency of mankind is to relieve distress. A 
doctor is a person trained to give such relief, and it would 
be strange indeed if he required any outside prompting to 
induce him to do his best to give it. His relation to his 
patient is one that makes for an attitude of sympathy and 
mutual consideration. As a rule, patients are considerate 
to their doctors, and do not make unnecessary demands 
upon them, Asa rule, doctors do their best for their patients. 
There are, of course, exceptions to both rules, but as I see 
the position they are few and far between. 

‘‘ Secondly, the patient is free to choose his doctor, and 
if he loses confidence in the doctor of his choice he can make 
a change and choose another doctor. The change can take 
place at once if both the doctors concerned agree; and 
even if the first doctor refuses his consent to the change 
the insured person can effect it by giving 14 days’ notice 
to the insurance committee. In insurance practice, as in 
other walks of professional life, a reputation for incom- 
petence, carelessness, or neglect will result sooner or later 
in a reduction of clientéle. 

‘* Thirdly, if an insured person thinks he has not received 
proper medical care from his doctor he may not only transfer 
his name to the list of another doctor but he may bring the 
grounds of his’ dissatisfaction to the notice of the insurance 
committee, who must then refer the matter to a subcom- 


mittee specially constituted to investigate such complaints. | 


If the result of the investigation is considered by the insured 
m to be unsatisfactory it is open to him to appeal to 
the Minister.” 

Such, says Sir George, are the influences tending 
to maintain the efficiency of the insurance medical 
service, 
it will, he thinks, be agreed that they are attended 
with considerable success. 


and (from the figures given in the report) | 


** SOMETHING WRONG WITH CERTIFICATION.” 

Later in the same report Sir George Newman 
sets out the results of a special investigation into 
81,375 cases referred during the year 1929 by approved 
societies to the regional medical staff, with an analysis 
of the proportion referred who ceased to draw 
benefit. It is difficult, he says, to resist the conclusion 
that in many of these cases a final certificate ought 
to have been issued at an earlier date, and that the 
societies may be compelled, for the protection of their 
funds, to refer, at an earlier stage of illness, cases 
normally producing only a short period of incapacity. 
In commenting on this passage, the National Insurance 
Gazette, while recording its belief that there is at least 
as high a percentage of honest men in the medical 
profession as in any other, holds that the point of 
view of certifying doctors needs further consideration, 

“The average doctor takes the view that his patient 
engages him and that his sole duty is owed to that patient. 
That is the doctor's traditional attitude, and it was entirely 
correct in former times. It is only partly correct under the 
National Health Insurance system. The first part of the 
proposition is true, but the second part is not. The patient 
engages the doctor, but the whole body of insured persons 
pays the doctor’s fees, and therefore a duty is owed to that 
body. The individual patient does not pay the doctor's 
bill. The whole body pays, and we put it to the doctors, 
as honest men, that a duty is owed to that body.” 

*‘In whimsical moments,”’ the Gazette concludes, “ it 
has struck us that an inscribed sheet of blotting-paper 
might be fixed in books of certificates, the inscription 
reading: ‘I also owe a duty to the body which pays 
my bills.’ 

Efficient Rural Service. 

M.R.C.S. (Cumberland) writes: ‘“ Rural 
his excellent but too short article, has 


M.A., 


Panel, in 


‘forgotten one item—namely, the motor-car—which 


brings men out of the towns to those patients who 
think that a brass plate in a town means a more clever 
or capable practitioner. It is not difficult for a man 
with a large town panel to leave his work to an 
assistant, whilst he (the principal) is not only keen 
on augmenting his numbers and getting the mileage 
grant, but also uses these means to acquire private 


| patients as well in the country. 


“The country doctor cannot retaliate, for his 
mileage is already more than he can get through in 
a day without an assistant; and what real country 
doctor can afford to run an assistant or even a 
dispenser ? There is now no ‘fat to fry the lean.’ 
The fat have migrated to the towns, leaving their 


| ancestral halls tenantless. The lean are rapidly doing 


the same, some returning poorer than when they 
went, the town panel doctor following them up. 
‘The ‘ obvious advantages of a stable population ’ 


are rapidly becoming a thing of the past from the 
| medical point of view.” 
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REPORTS OF MEDICAL OFFICERS OF HEALTH. 
THE following are 1929 statistics of three cities: 
Death-rates per 


1000) of the 
population, 


Death-rates 
per Loan 
live births, 


Name of 
city and 
estimated 
(R.-G.) 
mid-year 
population. 


jyr 


= 





Birth-rate. 
Tuberculosis. 
Cancer. 


All causes. 





me 
Young child a 


Infant 


Manchester . . 
(770,655) 
Neweastle- 


upon-Tyne 18°1 | 13°8 | 1°35, 1°37 2°6 | 2°3 \85/40 aD ys 
(283.400) 
Leicester — 13°3 | 13°9 | 1°30) 1°45 >| 18 80/32 en 


(245,200 


Stillbirths per 100 live births : 
Leicester (buried in the city cemeteries) 773. 

*Among the 12.472 births in the districts covered by 
health visitors. The total births were 13,0382. 


Manchester. 

Dr. R. Veitch Clark says that in comparison with 
1928 the birth-rate showed an increase of O-1l and 
the death-rate an increase of 2-41. The chief causes 
of the increased death-rate were influenza, pneumonia, 
and bronchitis during February and March. Small- 
pox was introduced on four separate occasions. In 
all there were seven cases of the mild type and one 
of the confluent hemorrhagic type, which proved 
fatal within seven days of onset. The fatal case was 
that of a male passenger. aged 34, on s.s. Tuscania. 
There were 761 cases of diphtheria, with 59 deaths, 
giving the high case-fatality of 7-8 per cent. Swabs 
were taken from the throats and noses of 1013 contacts 
and 50, or 4-9 per cent.. were found to be harbouring 
the diphtheria bacillus. Most of these were admitted 
to Monsall Hospital and kept under observation until 
three successive swabs proved negative. In order to 
guard against unnecessary isolation virulence tests 
were carried out in 38 cases, with 21 positive and 
17 negative results. Under the immunisation scheme, 
approved in June, 1928, about 3000 children were 
immunised. The diphtheria cases admitted to hospital 
were of a severer type than in the previous year, and 
many were admitted at a late stage. Seventeen of 
the 50 deaths in hospital occurred within 48 hours of 
admission. In order to cope with severe cases admitted 


late the intravenous administration of serum was 
adopted, with good results. With the consent of the 
parents, patients admitted for diphtheria were 


immunised against scarlet fever, and patients admitted 
for scarlet fever were immunised against diphtheria. 
Among about 1900 cases of scarlet fever admitted to 
hospital 500 were treated with serum. Dr. D. Sage 
Sutherland considered that the most marked reduc- 
tion in complications among the serum-treated cases 
was in respect of adenitis, glandular disease, and 
nephritis, and that rhinorrhcea and otorrhaa showed 
little alteration. 

There were 38 cases of enteric fever, 24 infected by 
B. typhosus and 14 by B. paratyphosus. In three of 
the typhoid cases mussels from layings known to be 
liable to pollution were thought te be the cause, and 
the dealers in Manchester have agreed not to market 
these mussels in future. All specimens of blood 
examined for the Widal reaction were also examined, 
but with negative results, for Brucella abortus. There 
were 37 confirmed notifications of encephalitis 
lethargica, in 10 of which the illness began in 1927, 





Manchester 5°88, Newcastle 6°4, 


the 
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in 3 in 1928, and in 24 in 1929. The deaths 


numbered 24, seven being those of persons notified in 
previous years. Children suffering from  after- 
effects are provided for at Swinton Home and adults 
at one of the municipal hospitals. The scheme for 
the provision of additional special institutional 
accommodation has been held in abeyance in view of 
the Local Government Act, 1929. The new cases of 
syphilis treated during 1929 were 1297 and of 
gonorrhoea 1768, to be compared with 1323 and 1683 
in 1928. The number of defaulters remains about 
constant and approaches one-fourth of the total. In 
order to stimulate resumption of treatment letters 
were sent to over 2000 defaulters. From about half 
there was no reply ; in 4-4 per cent. wrong addresses 
had been given, and in 20-2 per cent. the patient 
returned and attended satisfactorily. The new 
irrigation cubicles at St. Luke’s Hospital have been 
greatly appreciated. 

Dr. D. P. Sutherland, tuberculosis officer, reviews 
the results of artificial pneumothorax treatment 
begun in 1913 on a few cases at Abergele Sanatorium. 
Up to the present there have been 112 completed 
cases which have been under subsequent observation 
for six years. Dr. Sutherland finds that from 2-5 to 
$f per cent. of all institutional cases in Manchester 
may be suitable. After six years about half the 
patients are dead, but the operation restores working 
capacity, reduces infectivity by the diminution or 
abolition of tubercle bacilli in the sputum, and limits 
the need for prolonged institutional care. Dr. H. G. 
Trayer says the post-mortem records for the past 
eight years at Baguley Sanatorium indicate a definite 
increase in the incidence of primary carcinoma of the 
lung, usually originating from a bronchus. Among 
55 cases admitted for observation there were eight 
deaths, all of males. Two were due to pulmonary 
tuberculosis, five to carcinoma of the lung, and 
one to lymphadenoma. Dr. Trayer finds that 
in pulmonary neoplasm an initial hemoptysis is 
twice as frequent and pleural effusion much more 
common. The incidence is higher in males than 
in females. In reporting on the work of the Man- 
chester Cancer Committee, Dr. Clark mentions that 
two of the largest oil companies have sent their 
medical and scientific directors to investigate the 
work and give assistance. The Anglo-Persian Oil 
Company have sent one of their research chemists to 
Manchester to assist in the investigation of the cancer- 
producing properties of mineral oil and tar, and the 
Shell-Mex Oil Company are providing mineral oils in 
forms which the Committee's scientific staff desire to 
test, and sending crude oils from supplies in all parts 
of the world. The Committee has enlarged its 
scientific staff in order to expedite the investigation 
of the problem of mule-spinners’ cancer. Particulars 
are given of the progress made during the year in 
the determination of the chemical composition of 
carcinogenic compounds. 

The Regional Smoke Abatement Committee has a 
membership of 72 out of 102 authorities within a 
radius of 15 miles of Manchester. The Federation of 
British Industries has appointed a direct representa- 
tive on the Committee. Much propaganda work, 
including courses of lectures at the College of Techno- 
logy. has been carried out and efforts made to 
encourage the manufacture and use of smokeless 
fuels for domestic purposes. The Committee is at 
present only advisory and the question is again to be 
raised of its being constituted a statutory body. 
Lieut.-Colonel J. W. Brittlebank, M.R.C.V.S., reports 
that of 697 samples of country milk 12-6 per cent. were 
tuberculous. This is better than last year, when the 
percentage was 17-6. No great improvement can be 
expected, he says, until routine veterinary inspection 
is adopted. Among the 950 cows stalled in the city, 
three cases of tuberculosis of the udder were detected 
by veterinary inspection. 
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Newcastle-upon- Tyne. 

Dr. Harold Kerr says the sunshine records at 
Armstrong College were 1211 hours, as compared 
with 1169 in the previous year, whilst at Cockle 
Park, near Morpeth, they were 1566 compared with 
a previous 1406. The city, therefore, lost one-fourth 
of the district sunshine. The atmospheric pollution 
gauges recorded a deposit of 1117 tons per square 
mile in the City-road, as compared with 839 in the 
previous year. This record is easily the worst in the 
country and is due to the grit and solid matter from 
the tramway’s power station chimney. This gauge 
was moved to a similar industrial area in the 
St. Laurence district, where a deposit of only 340 tons 
was recorded. The tar deposit in City-road was 
58 tons, as compared with 4 in St. Laurence, whilst 
the tar deposited in the residential district of West 
Gate Hill was 7 tons. The City-road gauge thus 
indicates excessive deposit and grossly incomplete 
combustion. The furnaces are overloaded and a 
powerful forced draught has been installed. Unfor- 
tunately the Electricity Board are about to move 
their plant to the tramways power station and there 
is no likelihood of the City-road nuisance being 
remedied for the next year or so. The use of smoke- 
less fuel for domestic purposes is slowly increasing in 
Newcastle. Dr. Kerr has himself adopted coke fires 
with gas burners below the grate to light them and 
finds the method cleaner, less troublesome, and more 
efficient than with raw coal. He has also found a 
10 per cent. reduction in the cost of gas and fuel 
without taking count of kindling wood. 

Dr. Kerr submits a preliminary memorandum with 
a scheme for taking over Wingrove (poor-law) 
Hospital and bringing it up to date, but only in 
complete codperation with the representatives of the 
voluntary hospitals. 

The death-rate was only 0-7 up in spite of the 
influenza epidemic which was at its worst in the 
second half of February, but cleared up with the fine 
bright weather in the first week of March. There 
were 128 deaths from influenza; and respiratory 
diseases caused 15 per cent. of all deaths, as compared 
with 13 per cent. in 1928. There were 217 male 
deaths from cancer and 172 female, thus reversing 
the usual sex-incidence. Diphtheria was more severe 
and the case-fatality rose from 3-1 to 5-4 per cent. 
No immunisation scheme is in operation, but children 
admitted to the City Hospital for other complaints 
are immunised with the consent of their parents. 
There were two small defined outbreaks of enteric 
fever, one of 12 cases in February, which affected the 
surgical wards of the Royal Victoria Infirmary and 
caused one severe case in a nurse. Protection of the 
staff by inoculation, which has been for long a routine 
procedure of the City Hospital, has now been adopted 
at the Royal Victoria Infirmary. The other small 
typhoid outbreak included five cases with two deaths 
and originated from mussels gathered in the River 
Blyth. Dysentery was proved bacteriologically in 
123 persons, ten belonging to outside areas, and there 
were four deaths. Dr. J. A. Charles, deputy medical 
officer of health, as the result of studying the history 
of dysentery in Newcastle, concludes that during the 
eighteenth century Newcastle was a veritable hotbed 
for it, whilst in the nineteenth century it appeared 
frequently in the records of the Newcastle Dispensary. 
The present outbreak which has gone on for two 
years is therefore a recurrence. It seldom occurs in 
infants under one year, is commonest in children from 
1 to 2, most dangerous at the age-period 5 to 15, and 
the incidence and severity are greater for boys than 
girls. 

At the venereal diseases clinic 38 per cent. of 
patients ceased attendance before the completion of 
treatment. The maternity and child welfare scheme 


is to be extended by the opening of three new centres, 
making 14 in all, and the appointment of nine addi- 
tional health visitors, making 27 in all, with the 
object of giving greater attention to pre-school 
children and adequately serving the new housing 
For a number of years Newcastle had a 
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maternal mortality-rate about half the national 
rate, but for the last two vears the rate has risen and 
in 1929 it was slightly above the national rate of 5-8. 
Confinements are equally divided in Newcastle 
between private doctors, midwives, and the Princess 
Mary Maternity Hospital. It is realised that this 
hospital is quite out of date as regards buildings and 
equipment and a proposal is on foot to have it trans- 
ferred to a new site. At Barrasford Sanatorium a 
handicrafts shop was opened in August with a skilled 
instructor, mainly with the object of giving work to 
the patients which would occupy their minds healthily. 
There is, however, a ready sale for the goods made. 

Out of 377 samples of milk examined, 8-7 per cent. 
were tuberculous, as compared with 3-7 in the previous 
year. One tuberculous sample came from a dairy in 
a neighbouring town with a considerable sale of 
steam sterilised milk in bottles! There are only 
258 cows stalled in the city and amongst these the 
veterinary inspector found five tuberculous animals. 
There are 102 separate slaughter-houses in the city 
and no site has yet been obtained for the public 
abattoir to which the Health Committee has been for 
long committed. All the eight swimming baths are 
now equipped with a continuous system of filtration 
and aeration. Overcrowding is still prevalent, par- 
ticularly among the very poor, to whom the 5496 
municipal houses, built since the war, have brought 
no relief. Action with regard to insanitary property 
has been at a standstill. There are 1166 houses 
inhabited by 8720 persons which are classified as in 
insanitary areas; and there are also 143 houses 
inhabited by 1026 individuals which can be more 
appropriately dealt with separately. The new 
by-laws for houses let in lodgings are being enforced, 
but the bad planning and dilapidation of many of 
them is an obstacle. There is much overcrowding in 
these houses, with excessive rents. 

Leicester. 

Dr. C. Killick Millard says his health eommittee 
has made a very complete ‘ declaration’’ under 
Section 5 of the Local Government Act, 1929, and 
that in consequence the North Evington (poor-law) 
Infirmary has, it is hoped, entered upon a new era of 
increased service to Leicester as the City General 
Hospital. 

The marriage-rate continues to rise and the birth- 
rate continues to fall. In the last four years the 
former has gone up from 16-9 to 19-1, whilst the latter 
has gone down from 17-0 to 15-2. The death-rate, 
owing to the influenza epidemic, was higher than in 
any year since 1918. The pneumonia deaths (284) 
were more than in any year of the last decade. 
Influenza deaths numbered 214. For the week ending 
Feb. 23rd the general death-rate was 40-7, and in 
the following week 45-2. Three weeks later it was 14°0, 

An interesting departure in the tuberculosis scheme 
was the opening in June of a seaside convalescent 
sanatorium at Holt, in Norfolk. The Ministry agreed 
that if the capital charges were met by voluntary 
subscriptions, the cost of maintenance might be 
defrayed out of the rates. The patients pay their own 
rail fare but incur no other expense. There are 
22 beds and sanction has been asked for an increase 
to 26. The beds are occupied by women and children 
and by men for alternate three-monthly periods. 
The cancer control clinic, existing primarily to 
facilitate early diagnosis, is not used as anticipated, 
and the weekly sessions have become fortnightly 
ones. It is thought that the name frightens some 
people away. Possibly ‘‘ cancer diagnosis’’ would 
have been less alarming than “ cancer control.’’ In 
1927 the new cases of syphilis were 70 male and 
75 female. In 1928 the new female cases rose to 104 
and in 1929 the new male cases rose to 125. No 
adequate reason for this sudden increase has been 
discovered. The Leicester Health Committee raise 
no objection to the medical officers of the welfare 
centres giving advice on birth control to married 
persons, who consult them, in any cases where such 
advice seems to them to be called for. 
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In spite of all the house building, gross cases of 
overcrowding constantly come to notice and the great 
need in Leicester is among the poorest section of the 
community, who have not been benefited, as was 
expected, indirectly by a filtering-up process. Dr. 
Millard urges that the use of raw coal in all municipal 
offices should be discontinued, as such a step would 
give a great stimulus to the production of smokeless 
fuel. He himself has used smokeless fuel for three 
vears with satisfactory results. He also has much to 
say in favour of sunbathing, and urges that Leicester 
should be a pioneer in this matter and make provision 
for sunbathers in its parks and recreation grounds. He 
adds weight to his advice by the statement that his 
remarks on the subject were penned in a secluded 
corner of his garden, whilst taking a customary sun 
bath in a costume that weighed exactly 1 ounce. 

Dr. H. Stanley Banks states that of 313 scarlet 
fever cases treated in the hospital 172, including all 
the well-marked and severe cases admitted before 
the fourth day of the disease, were treated with 
scarlatinal antitoxin given intravenously. He gives 
particulars of the few complications that arose. The 
average stay in hospital for all scarlet fever cases 
was 21 days. He also finds that severely toxic cases 
of diphtheria, admitted on the third day of the 
disease or earlier, can generally be saved by very 
large doses of antitoxin given intravenously, and he 
claims that severe forms of post-diphtheritic paralysis 
have been practically abolished by this method. In 
all forms of infectious disease when middle-ear 
suppuration occurs zine ionisation is carried out after 
a few days and repeated twice weekly until the ear 
is dry, and the result is said to be uniformly good. 

The public analyst, Mr. F. C. Bullock, B.Sc., found 
formalin in two milk samples and boric acid in three 
cream samples. Two years’ working of the regulations 
prohibiting the addition of preservatives to cream 
shows, he says, that the anticipated difficulties were 
largely exaggerated. 


NOTES ON CURRENT TOPICS. 


THE NEW MOTORING REGULATIONS. 


THE dates have now been fixed for bringing into 
operation the various sections of the Road Traffic 
Act. Most of the provisions of Part I., including those 
for licensing drivers, and those for careless and 
dangerous driving, will come into force on Dec. Ist, 
but the abolition of the speed limit for light cars 
and the new limits for heavier vehicles will not become 
operative until Jan. Ist. 

On and after Dec. Ist the old form of driver’s 
licence, which was granted without question as to 
the physical fitness of the applicant, will cease to be 
issued, but the old licences issued up to and including 
Nov. 29th will be valid until their normal date of 
expiry, with certain exceptions. A motor cyclist 
under the age of 16 will not be allowed to drive a motor- 
cycle after Nov. 30th unless he satisfies the licensing 
authority that he was in the habit of driving a motor- 
cycle for the six months before Jan. Ist, 1930, in 
which case he must surrender his old licence on 
Dec. Ist and obtain a new licence under the Act. 
A person under the age of 21 will not be allowed to 
drive a heavy vehicle unless he satisfies the licensing 
authority that he was in the habit of driving a motor 
vehicle of that class for the six months before Jan. Ist, 
1930, and in this case also he must surrender his old 
licence and apply for a new one. 

To obtain a driving licence under the new Act, 
a new form of application, known as * D.L.I.,’’ will 
have to be filled up. Sections A and B of this form, 
providing for the formal application and for particulars 
of name and address, are similar to the forms under 
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INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
NOV. STH, 1930. 
Notifications.—The following cases of infectious 
disease were notified during the week :—Small-pox, 
92 (last week 87); scarlet fever, 2077; diphtheria, 
1557 ; enteric fever, 55; pneumonia, 725; puerperal 
fever, 46; puerperal pyrexia, 111; cerebro-spinal 


fever, 11; acute poliomyelitis, 10; acute polio- 
encephalitis, 4; encephalitis lethargica, 11; 
dysentery, 22; ophthalmia neonatorum, 87. No 


case of cholera, plague, or typnus fever was notified 
during the week. 

The number of cases in the Infectious Hospitals of the 
London County Council on Nov. 11th—12th was as follows : 
Small-pox, 161 under treatment, 6 under observation (last 
week 183 and 3 respectively); scarlet fever, 1857 ; diph- 
theria, 2223; enteric fever, 18; measles, 85; whooping- 
cough, 104 ; puerperal fever, 24 (plus 9 babies) ; encephalitis 
lethargica, 122; poliomyelitis, 1; ‘‘ other diseases,’ 42. 
At. St. Margaret’s Hospital there were 13 babies (plus 8 
mothers) with ophthalmia neonatorum. 

Deaths.—In the aggregate of great towns, including 
London, there was no death from small-pox, 4 (1) 
from enteric fever, 32 (0) from measles, 7 (1) from 
scarlet fever, 8 (1) from whooping-cough, 33 (6) 
from diphtheria, 86 (23) from diarrhoea and enteritis 
under two years, and 40 (3) from influenza. The 
figures in parentheses are those for London itself. 

The fatal case of enteric fever outside London was reported 
from Wolverhampton. Measles accounted for 7 deaths at 
Bristol, 3 each at Walsall, Birmingham, Liverpool, York, 
Hull, and Gateshead. Birmingham reported 4 fatal cases of 
diphtheria. Diarrhoea accounted for 6 deaths each at 
Birmingham and Liverpool, 3 each at Stoke-on-Trent, 
West Hartlepool, and Gateshead. Influenza was credited 
with 5 deaths at Liverpool, 4 each at Birmingham and 
Manchester. 
The number of stillbirths notified during the week 
was 270 (corresponding to a rate of 41 per 1000 
births), including 43 in London. 
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the old Act. Section C, however, is entirely new 
and is a declaration as to the physical fitness of 
the applicant. Three specific questions have to be 
answered. The first question is: ‘‘ Do you suffer from 
epilepsy, or sudden attacks of disabling giddiness or 
fainting ?’’ An applicant who answers “ Yes” to 
this is absolutely debarred from obtaining a licence. 
Applicants who are in any doubt as to their answer 
are urged to seek medical advice, as the penalties 
for making a false declaration are severe. The second 
question is: ‘‘ Are you able to read at a distance of 
25 yards in good daylight (with glasses, if worn), 
a motor-car number plate containing six letters and 
figures ?”’ A negative answer to this question will 
also debar an applicant from obtaining a licence. 
Applicants in doubt in this matter are also advised 
to seek medical advice, as the use of glasses may 
enable them to obtain the correct standard. 

The disabilities mentioned constitute an absolute 
bar to applicants for driving licences, but a certain 
amount of relaxation is given in regard to the third 
question, which is : ‘‘ Have you lost either hand or foot 
or are you suffering from any defect in movement, 
control, or muscular power of either arm or leg? 
If so, give particulars.”’ If an affirmative answer is 
given and the applicant has not during the past six 


|months been in the habit of driving a motor vehicle, 


he may sign Section D of the application form, which 
is a claim to undergo a driving test. If he passes the 
test he will be granted a licence, although certain 
conditions may be imposed as to the construction of 
the car to be driven. An applicant who gives an 
affirmative answer to this question and who has been in 
the habit of driving for the previous six months 
without danger will be entitled to a licence without 
test. Provision is also made for a disabled person 
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who wants to learn to drive in order to pass the driving 
test referred to, and he may obtain a_ provisional 
licence for three months, subject to the condition 
that he shall only drive when under the supervision 
of a competent instructor. 

Part II. of the Act, which relates to compulsory 
insurance against third-party risks, will become 
operative on Jan. Ist, and the draft regulations will 
be ready in their final form next month. The insurance 
companies are preparing the necessary certificates. 
In where motorists are already adequately 
covered there will be no need to take further action ; 
they will receive their certificates from their insurance 
companies in due course without having to apply for 
them, 


cases 


WORKMEN’S COMPENSATION BILL. 


In the House of Commons on Friday, Nov. l4th, 
Mr. LAWTHER moved the second reading of the Work- 
men’s Compensation Bill. which substitutes for 
Subsection (4) of Section 9 of the Workmen’s Com- 
pensation Act, 1925, the following Subsection : 

If a workman who has so far recovered from an injury as to 
be fit for employment of a certain kind has failed to obtain 
such employment, he shall be deemed not to be able to earn 
wages and the judge shall order that his incapacity shall, 
for the purposes of this Act, be treated as total incapacity 
resulting from the injury for such period, and subject to 
such conditions, as may be provided by the order, without 
prejudice, however, to the right of review conferred by this 
Act: 

Provided that every such order shall be made subject to 
the condition that it shall cease to be in force if the workman 
receives unemployment benefit : 

Provided also that no such order shall be made if it is 

proved to the satisfaction of the county court that the 
workman has not taken all reasonable steps to obtain 
employment as aforesaid. 
He said that this Bill dealt with the question of light 
work for partially incapacitated men, A miner, for 
example, might be suffering from miners’ nystagmus, 
a scheduled disease admitted to be one of the most 
terrible from which a man could suffer. Yet within 
6 or 12 months he could be taken before the medical 
referee, who would state that it was possible for the 
man to do light work, with the result that he was no 
longer entitled to full compensation. Hundreds of 
such decisions had been given, and it was because of 
the gross injustice that it was sought to bring about 
the change provided by the Bill. The Bill was not for 
miners alone, and similar cases could be found in all 
industries. If an injured man could not do his own 
job he ought to have full compensation, 

Mr. Rowson seconded the motion for the second 
reading of the Bill. 


MOTION FOR REJECTION. 

Sir W. GREAVES-LORD moved the rejection of the 
Bill. He said that the principle laid down in the 
Workmen’s Compensation Act was that if a man was 
injured in the course of his employment he should get 
compensation if, as a result of his accident, he was 
unable afterwards to earn the same wages. Every- 
thing that was really a consequence of the accident 
was taken into account in awarding compensation. 
But the Bill left out of account altogether the question 
whether the failure to obtain employment was the 
result of the injury. Under the Bill the position 
would be this—if a man proved to a county court 
judge that he had an injury and that since his injury 
he had not been able to obtain employment, although 
his recovery was such that he was fitted for work, that 
man was to be considered by the judge as being 
incapacitated as a result of the accident unless the 
employer was able to prove that he had not reason- 
ably tried to obtain work. The effect of the Bill 
would be to substitute for the Workmen’s Compensa- 
tion system a system of unemployment insurance and 
to put the whole burden of the insurance on the 
particular employer for whom the workman happened 
to be working at the time of his injury. 

Major GLYN, in seconding the motion for the 
rejection of the Bill, said that the measure would lead 
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to an enormous amount of litigation. The object they 
had at heart, to which the House would agree without 
dissent, was to make it clear that a workman who 
suffered injury as the result of his employment which 
prevented him from being the same useful unit in the 
industrial organisation of the country should be 
compensated for that injury. It was not right to say 
that every employer should be responsible for saving 
whether a workman had genuinely tried to seek work. 

After further debate, 

Mr. SHORT, Under Secretary fo: the Tlome Office, 
said that there was complete agreement that a 
grievance existed and that it must be remedied. 
The Government were prepared to give general 
support to the principle of the Bill. He could not 
give any figures as to the additional cost which the 
measure would entail. The Government would 
retain a free hand regarding amendments that might 
be placed on the paper in the Committee stage. 

The Bill was read a second time without «a division. 


HOUSE OF COMMONS. 
WEDNESDAY, NOV. 12TH. 
Medical Information on Birth Control. 

Mr. FREEMAN asked the Minister of Health whether 
his attention had been called to the recent action 
of the Warwickshire County Council in authorising 
their medical officers to give medical information on 
birth control to married women; and, if so, what 
action, if any, he proposed to take in the matter.— 
Mr. GREENWOOD replied: Yes, Sir, I have been in 
communication with the Warwickshire County 
Council on this matter and have indicated to them 
the limited extent to which, in the view of the Govern- 
ment, maternity and child welfare centres may 
properly be used for this purpose. I am sending my 
hon. friend a memorandum which states the views 
of the Government on this question, 


Sanatorium Accommodation in Kent. 

Captain BALFOUR asked the Minister of Health the 
number of tuberculous cases awaiting admission for 
sanatorium treatment in Kent on Novy. Ist 
compared with May Ist; and whether such 
awaiting admission included patients notified tuber- 
culous on account of acute pleurisy.—-Miss LAWRENCE 
(Parliamentary Secretary to the Ministry of Health) 
replied : The number of persons who were awaiting 
admission to residential institutions under the County 
Council’s scheme was 99 on Noy. Ist, as compared with 
81 on May Ist, the number of persons who were 
receiving treatment on these dates respectively being 
595 and 559. These figures relate to persons medically 
recommended as suitable for residential treatment, 
and inelude any such persons who may have been 
notified as tuberculous on account of acute pleurisy. 

Captain BALFouR: In view of the fact that IT can 
bring to the notice of the Minister specific cases where 
doctors have certified people as urgent cases and they 
have had to wait many weeks, will the hon. lady 
urge the County Council medical authorities to take 
steps to provide greater sanatorium accommodation ? 

Miss LAWRENCE: If the hon. Member will give 
me any cases I shall be delighted to inquire into them, 


as 


Medical Referees in Scotland. 

Mr. STEPHEN asked the Secretary for Scotland if 
there were regulations for the guidance of medical 
referees under the National Health Insurance Act ; 
and, if so, whether the rules laid down any period 
of time from certification by the panel doctor before 
the referee might question the seriousness of the 
illness of the person so certificated by his or her own 
medical adviser.—Mr. ADAMSON: The answer to the 
first part of the question is in the negative. Cases 
may be referred to the Regional Medical Officer for 
his opinion either as to capacity for work or state of 
health at any stage of the illness. 

Mr. STEPHEN: Can the right hon, gentleman say 
who refers them to the regional medical officer ? 





cases .- 
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Has not the panel doctor any authority in regard to 
the state of health ? 

Mr. ADAMSON: The selection of cases for reference 
is made by the approved society or general practitioner 
concerned, and can be made either on a question of 
capacity or incapacity for work or in order to obtain 
a second opinion about the patient’s state of health. 
Insured persons in receipt of certificates of incapacity 
for work from their panel practitioners can be referred 
at any time. It should be borne in mind that the 
medical referees merely express an opinion on the 
question of incapacity. The decision as to whether 
benefit should be continued or stopped rests entirely 
with the approved society, and though they may be 
influenced by the opinion expressed by the medical 
referees the matter is one for which they must accept 
complete responsibility. 

Mr. STEPHEN: Is the right hon. gentleman aware 
that there is a great deal of discontent owing to the 
number of references that are made quite obviously 
without any real reason to the regional medical 
officer, and will he look into the matter and have it 
stopped ? 

Mr. ADAMSON : If my hon. friend has any particular 
case brought to his notice I shall be prepared to have 
inquiries made about it. 


THURSDAY, NOV. 13TH. 
Milk for School-children. 

Mr. ALPAss asked the President of the Board of 
Education what was the present position with regard 
to providing children with milk daily while attending 
school.—Sir CHARLES TREVELYAN replied: An 
increasing number of Local Education Authorities 
and teachers are coming to recognise the value of a 
daily ration of milk to children attending their schools. 
In the week ending Nov. Ist 35,000 children received 
milk free and 48,000 for payment, under arrangements 
made by the Local Education Authorities for the 
provision of meals. It is now estimated that 500,000 
children, or about 9 per cent. of the elementary school 
population of England and Wales, are receiving a 
daily supply of milk under schemes organised by the 
National Milk Publicity Council. The corresponding 
estimate six months ago was 400,000. 


Psittacosis. 

Mr. CLARKE asked the Minister of Health the 
number of deaths attributed to psittacosis during 
the last three years.—Mr. GREENWOOD replied : The 
number of deaths registered in England and Wales 
during the period Jan. Ist to Sept. 30th, 1930, in 
respect of which psittacosis appeared cn the medical 
certificate as a cause of death was 15. There were 
no deaths recorded from this cause in 1927 or 1928, 
but there was one death in 1929 registered as being due 
to broncho-pneumonia and septicemia, which, as the 
result of the inquiry made in accordance with the 
usual practice of the Registrar-General, was attributed 
to psittacosis. 


Tubercle Infection in Imported Cream. 

Brigadier-General CLIFTON BROWN asked the 
Minister of Health whether, seeing that no precautions 
were taken to see that cream imported into this 
country was free from tuberculosis, he would take 
steps to see that it was subjected to similar examination 
for tubercle as milk under the Imported Milk 
Regulations.—Mr. GREENWOOD replied : I will con- 
sider the hon. Member’s suggestion. I understand, 
however, that most of the cream imported from the 
Continent is sterilised, and I amadvised that the danger 
of the presence of tubercle bacilli in such cream is 
practically negligible. 


Town-planning Schemes. 

Mr. D. G. SOMERVILLE asked the Minister of Health 
if, in the different town-planning schemes submitted 
to him, he was giving full consideration to the objec- 
tions, properly formulated, of residents who considered 
that the proposals affected the amenities of the 





district in which they lived ; and whether an inquiry 
was held in all such cases.—Mr. GREENWOOD replied : 
The answer to both parts of the question is in the 
affirmative. The permission of development while 


‘a town-planning scheme is in course of preparation, 


however, rests with the local authority concerned, 
and there is no appeal to me against the granting of 
such permission. I have recommended local authorities 
to ascertain and consider the representations of 
persons likely to be seriously affected by any proposed 
development before granting permission for it, and I 
believe that local authorities generally observe the 
spirit of my recommendation. 


B.M.A. and National Medical Service. 

Mr. FREEMAN asked the Minister of Health whether 
he had received a copy of the proposal of the British 
Medical Association fora general medical service forthe 
nation ; and what action, if any, he proposed to take 
in the matter.—Mr. GREENWOOD replied: I have 
received a copy of these proposals, and the principles 
on which they are based would, of course, receive 
careful consideration in relation to any further 
public provision of medical services which might be 
contemplated in future. 


MONDAY, NOV. 17TH. 
Medical Reports and Pension Claims. 

Mr. STEPHEN asked the Minister of Pensions if he 
would arrange for a copy of the medical report upon 
which a claimant’s claim to pension was refused to be 
given to the man upon his request, :o that in doubtful 
cases he might be in a position to submit rebutting 
evidence from other high medical authority regarding 
the featyres of his claim.—Mr. ROBERTS replied : 
Claims are ordinarily determined in accordance, not 
with any single medical report but on the evidence 
of all kinds obtained, after consultation with the 
Ministry’s medical advisers. It is not usually possible 
in the nature of the case to intimate to an applicant 
more than that the information furnished has not 
been sufficient to establish connexion between his 
present condition and his war service. This intima- 
tion is in fact given and the man is at the same time 
informed that he can submit any further evidence he 
may at any time have. 


Preservation of School Medical Records. 

Dr. HASTINGS asked the President of the Board of 
Education whether the medical records obtained as 
the result of the examination of school-children when 
they left school were preserved or destroyed.—Sir C. 
TREVELYAN replied: It is left to each local education 
authority to decide how long they shall keep the 
records of medical inspections of school-children, but 
I understand that they are generally kept for about 
five years after the children have left school. 


Animals and Poison-gas Experiments. 

Mr. FREEMAN asked the Secretary for War the 
method pursued for proving that poison gas experi- 
ments on living animals were applicable to human 
beings.— Mr. SANDERS replied: A comparison of the 
gross and microscopic appearance of the lungs of men 
killed by irritant gases in France with those of animals 
exposed to the same substance showed that the 
injuries were of similar nature and character, and 
further study of such animals gave evidence of the 
mode of action of the poison and their effects on vital 
organs. It was thus possible, by correlating these 
experiments with clinical observations on gas patients, 
to formulate curative treatments. There is no 
reason to believe that the connexion between the 
effect of gas on animals and its effect on human beings, 
which experience in the war established, does not 
continue to hold good. 


Dissection of a Cat in a School. 
Mr. BROMLEY asked the Home Secretary if he 
would make further inquiries into the case of vivi- 
section of a cat in Haverthwaite school, with the view 
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of ascertaining the circumstances; and if he was | 


aware that the cat was taken to this school alive in a 
bag by two of the boys and there chloroformed and 
dissected, and that some children were sick during this 
science lesson.—Mr. SHORT replied: A report has 
been received from the inspector who investigated 
the case. It is not stated whether the animal was 
killed on the school premises or not, but this point is 
of no importance with regard to the question of 
vivisection, which is the only aspect which my right 


hon. friend has any authority to deal with. The | 


animal was painlessly killed one day and its body 
dissected the next. This is not vivisection; it is 


entirely outside the Act, and my right hon. friend has | 


no jurisdiction in the matter. 


Drugs Manufactured from Opium and Coca Leaf. 


Mr. MANDER asked the Home Secretary whether | 


he had any information to show the amount of drugs 
manufactured from opium and coca leaf by the Soviet 
Union, Turkey, and India, respectively, in each of the 


past five years.—Mr. CLYNEs replied: The following | 
figures respecting the Soviet Union were supplied to | 


the recent preliminary conference of Governments of 
manufacturing countries by the Soviet Delegation :— 


1927-28 1928-29 1929-30 | 

Kilo. Kilo. Kilo. 
PE: ise «kt we “ee wa oaewae 117 
Dionin .. ae as + ee -~< Sa. 06 oe ee 436 
Codeine .. a SS ee eS aa ee PR84 
Morphine hydroc hloric a ee 632 
Pantopon ae, ca tee 24 oe _. | eas 239 
<<: os “+ 26 @ K<ctac DG -seeean 1120 


Note.—These figures, having been telegraphically communi- | 


cated to the Delegation, may be subject to revision in case of 
error in transmission. The Soviet Union economig year was 
originally from Oct. Ist to Sept. 30th. In accordance with the 
last decisions of the Union Government the economic year will 
begin as from 1931, on Jan. Ist, and end on Dee. 31st. 


With regard to Turkey, figures of production of the drugs 
are not available, but the following figures of exports were 
supplied to the recent conference by the Turkish Delegation. 
According to the most recent statistics, the annual export ye 
drugs amounts to 5216 kg. of morphine and 8652 kg. of 
diacetylmorphine. For the period Jan. Ist, 1930, to June 
30th the amounts exported were as follows :— 


MORVHINE. 


Declared Amount Declared Amount 
destination. exported. destination. exported. 
Kilo. Kilo. 

Greece os 0 1.680 aly .. ae - 399.867 
a rr 642 France See ie 277 
France eo ae 180 Germany .. .. 95.90 
Greece + w«« S3Tt vee eas ~ Ga ~o% 60 
Dantzig .. .. 766.500 
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| With regard to India the figures of production are shown 
| a the following Table :— 





« °. -* : .* 
= = =s 22 2 2 
S = 0 << S 5 
Manufactured = = Pas) == = re 
from— % 2 a So = 5 
+S x ee A= x 3 
= = Y 2 
_—— 7 Satie . . see 
oz. jib. oz. Ib. tb. oz.\Ib. oz. Ib. oz. Ib. oz. 


Nov. 1, 1924, to “140° 5200014 11 , <2 Sas 26 
Oct. - 1925. 


vas | Jan. 1926, to — 234 34099 4 423 5 - -- 

| Dec. 31. 1926. 

Jan. 1. 1927, to - 57 281 : 8 11'2 10 - 
Dec. 31, 1927 

| Jan. ‘. ‘1928, to 13 159 7 738 - - 5 6 5 0 
|} Dec. 31, 1928. | 

Jan. 1, 1929, to - 119 6 - - — 13 610 0 
Dec. 31, 1929. 


* Hydrochloride. 


TUESDAY, NOV. STH. 
Anesthetics for Women in Childbirth. 


| the regulations allowed anzsthetics to be given to 
| women in childbirth in prison maternity wards ; 
| whether any special diet was allowed to pregnant 
| women ; and, if so, what was the nature of such diet. 
| Mr. JOHNSTON replied: There is nothing in the 
| Prisons (Scotland) Rules to preclude anesthetics from 
| being given to women in childbirth in Scottish Prisons 
| if the prison medical officer considers it advisable and 
| the prisoner consents. No special dietary scale has 
| been authorised for pregnant prisoners; but the 
prison medical officer has power to alter diet if satis- 
fied that it is necessary ; and it is his duty to see that 
every prisoner has sufficient food. 


Health Insurance in Scotland. 

Mr. BUCHANAN asked the Secretary for Scotland if 
he was aware that certain approved societies, including 
the Prudential, had issued notices to their members 
| stating that, as from Jan. Ist, 1931, they would not 

be eligible for benefit from national health insurance 
_ owing to their prolonged period of unemployment ; 
| and if he proposed taking any steps to deal with this 
|matter. Mr. JOHNSTON replied: The answer to the 
| first part of the question is in the affirmative. The 
approved societies to which the hon. member refers 
| have acted quite properly in notifying their members 
of their position under the existing law. As regards 
| the second part, my right hon. friend is in communica- 
‘tion with the Minister of Health, and I am not at 
_ present in a position to add to the reply given by the 
| Minister of Health on Oct. 30th last. 
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Royal College of Surgeons of England. 


An ordinary meeting of the Council was held on Noy, 13th, | 


with Lord Moynihan, the President, in the chair. Dr. 
Frederick Grant Banting, M.C., M.R.C.S., Professor of 
Medical Research in the University of Toronto, was elected 
an Honorary Fellow of the College. Dr. Banting is the first 
Member to receive this distinction. 

The Membership of the College was conferred on the 
candidates whose names we gave on Nov. 8th as recipients 
of the L.R.C.P. (excepting A. L. Devi, H. R. Hovsha, A. H. 
Lendon, D. K. Mulvany). Diplomas in public health were 
conferred on the candidates whose names have been given, 
and licences in dental surgery on the following :— 


E. C. Austen, Elsa M. Bennett, C. G. W. Brown, ‘ c. &. 
Brown, Frances M. Carter, H. D. Cockram, R. G. L. Coe, Helen 
Cruise, G. M. Davies, D. T. Davis, Braham Deggots, K. 8. 
Edwards, W. M. Ellis, L. E. S. Ffytche, J. ~ R. naw, J. H. 
Glen, F. J. Goldsworthy, H. W. Handley, Cc. Harries, C. G. W. 
Harrison, C. W. Harrison, me Ee | AMA J. i Hinton, 
H. G. Hobdell, C. H. Hole, F. J. mone J. E. Tlott, W. H. 
Jennings, D. R. Jones, Mary King, A. G. Kirby, F. F. Leek, 
Malcolm McDowall, A. C. Maguire, F. F. “May, E. A. Mayston. 
R. C. Moody, R. V. Mummery, J. K. Noot, T. D. Popplewell, 
T. D. Raby, C. P. B. Reed, Helen Shilton, Denis Smith, F. H. 
Stokes, N. G. Straschun, R. A. Sykes, D. V. Taylor, E. J. Taylor, 


| KE. Underhill, R. B. Walters, K. W. Whitworth, and H. M. G, 
| Williams. 

The congratulations of the Council were given to Sir 
Arthur Keith, the Conservator of the Museum, on being 
elected Rector of the University of Aberdeen. Mr. F. J. 
Steward was re-elected a member of the committee of 
management of the Conjoint Examining Board. Examiners 
and Assessors for the Primary Fellowship Examination 
to be held at Melbourne, Australia, in August, 1931, were 
ees. The President reported that the terms of office 
of Mr. C. H. Fagge and Mr. Russell Howard on the Court 
of Examiners would expire on Dec. 10th next, and that the 
vacancies thus occasioned would be filled up on Dec. 11th, 
together with the vacancy occasioned by the death of Mr. 
T. P. Legg. 

THE BUCKSTON-BROWNE ANNUAL DINNER. 

Fellows and Members dined together in the library of 
the College on Nov. 13th, for the third time under the 
terms of the Buckston-Browne Trust, which stipulates 
that on this occasion at least half the invited guests shall 
be Members of the College. Lord Moynihan, who presided, 
recalled the circumstances of Mr. Buckston-Browne’s 
generosity, and in spite of his protest his health was drunk 
with musical honours. In replying, Mr. Browne took the 








Miss LEE asked the Secretary for Scotland whether 
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opportunity of congratulating Sir Arthur Keith on _ his 
election as Rector of the University of Aberdeen. He 
explained the significance of a souvenir, presented by him 
to every guest present, in the form of a letter-opener, 
attached to which was a replica of a bronze catheter found 
in the house of a surgeon at Pompeii, and evidently more 
than 2000 years old. Each guest also received a des- 
criptive list of Hunterian and other pictures in the museum 
collection, many of which have been restored with great 
skill by the staff at Down House before being returned 
to the museum. Among the invited guests Lord Moynihan 
welcomed Lord Chelmsford as EO of the Post-graduate 
Medical Committee, and Mr, F, C. Goodenough, chairman of 
Barclay’s Bank, to whom was ya the opening of London 
House as a hostel for post-graduate students. The following 
is a complete list of those present : 

Council.—-Lord Moynihan (President), Mr. C. H. Fagge 
and Mr. R. P. Rowlands (Vice-Presidents), Sir Holburt 
Waring, Sir John Lynn-Thomas, Mr. Ernest W. Hey Groves, 
Mr. F. J. Steward, Mr. J. Herbert Fisher, Mr. W. Sampson 
Handley, Mr. G. E. Gask, Mr. W. McAdam Eccles, Mr. 
Wilfred Trotter, Sir Charles 9 -Watson, Mr. A. H. 
Burgess, Mr. Victor Bonney, Mr. ——- Turner, Mr. Hugh 
Lett, Mr. Leonard Gamgee, Mr. R G. Hogarth, Mr. R. E. 
Kelly, and Mr. Graham Simpson. 

Fellows.—Mr. John Adams, Sir John Atkins, Mr. W. 
Girling Ball, Mr. L. R. Brait hwaite (Leeds), Mr. G. Buckston- 
Browne, Mr. P. W. L. Camps (Teddington), Mr. John Clay 
(Newcastle), Mr. H. G. G. Cook (Cardiff), Mr. R. S. Corbett, Sir 
T. Carey Evans, Mr. H. A. T. Fairbank, Mr. C. W. Flemming, 
Mr. EF. C. Hughes, Sir Arthur Keith, Mr. W. H. Kelson, 
Mr. A. Harold Levy, Mr. Albert Lucas (Birmingham), Mr. 
Reginald T. Payne, Prof. A. W. Sheen (Cardiff), Dr. P. 
Montague Smith, Mr. A. M. Webber (Nottingham), Mr. 
Garnett Wright (Manchester), and Mr. H. Blacow Yates 
(Sheffield), 

Members.—Dr. John Attlee, Sir George Badgerow, Mr. 
Henry Bailey (Leeds), Dr. S. M. Banham, Dr. A. E. Barclay 
(Manchester), Dr. D. L. Beath (Bath), Mr. W. R. Bett, 
Dr. G. E. Birkett (Manchester), Mr. H. E. G. Boyle, Dr. 
Cecil Bull, Mr. R. F. Bury (Leamington), Dr. Dennis 
Embleton, Mr. M. I. Finucane, Dr. G. E. Genge-Andrews, 
Dr. G. T. Giddings (Beckenham), Mr. Elliott T. Glenny 
(Clifton), Dr. T. A. Goodfellow (Manchester), Dr. A. Hunnard 
(Mansfield), Mr. C. I. Kirton, Dr. Arthur Lankester (Purley), 
Lieut-.Colonel L. E. Lanyon-Owen, Mr. H. O. —_ Mr. 
H. C. Malleson, Mr. F. H. Mayo (Leeds), Dr. FE. Morland 
(The Lancet), Dr. T. Crofts Neville, Dr. itaiph Norman 
(Thorpe Bay), Dr. P. Seymour Price, Dr. A. W. Read, 
Dr. Leslie Reynolds (High Wycombe), Dr. H. B. Roderick 
(Cambridge), Dr. W. T. Rowe (Nottingham), Lieut.-Colonel 
(. T. Samman, Dr. Howard Stratford, Dr. Harold Waller, 
Dr. A. M. Ware, Mr. J. L. Whatley (Knowle), and Mr. H. 
Wood-Hill (Beccles), 

Others present. Viscount Chelmsford, Mr. F.C. 
Goodenough, Rt. Hon. Sir Francis Acland, Dr. Allen Mawer 
(Principal of University College), Prof. Henry Armstrong, 
Prof. C. J. Patten, Dr. H. R. Oswald, Dr. G. C. Peachey 
(Editor of the Medical Press), Mr. R. Scott Stevenson 
(Editor of the Practitioner), Mr. S. Forrest Cowell (Secretary, 
R.C.S.), Mr. R. H. Burne (Physiological Curator), and Mr. 
Kennedy Cassels (Assistant Secretary). 

—_ . 


Society of Medical Officers of Health. 

Prof. Harold Kerr took the chair at the annual dinner of 
this Society on Nov. 13th. After the toast of H.M. the 
King had been honoured, Mr. Arthur Greenwood, Minister 
of Health, proposed ‘‘ The Society.”” He remarked that since 
the appointment of the first medical officer of health in 
Liverpool 80 years ago, medical officers had exercised a great 
and growing influence over the attitude of the people towards 
general health questions. They were slowly but surely 
teaching a healthy way of life, which was better than any 
prescription for a particular disease. The place of a nation 
in the eyes of the world depended upon the quality of the 
common stock. This country had the best common stock 
that the world produced, but was not making the best of it. 
The Society was a most powerful medium in the country for 
abolishing preventable disease, and its responsibilities grew 
progressively heavier as the importance of the problem was 
realised. The President, in reply, complimented the 
Minister of Health on his invaluable work in codérdinating 
the many health organisations of the country and on his 
effective administration of the Local Government Act. He 
believed profoundly, he said, in the value of such a repre- 
sentative body as theirs. Not only did it voice the corporate 
opinion, but it brought members from different districts into 
contact and allowed them to compare their experiences and 
thrash out new problems before putting them into execution. 
Moreover, it was invaluable as a social medium ; he owed to 
it many of his best friends. It was the dream of the Society 
that the general practitioner should become a preventionist. 
Already, by removing the flow of sick babies from which in 
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the old days the family doctor had derived much of his 
income, they had turned him from a cynic into a stoic. 

Alderman David Adams (Lord Mayor of Newcastle-on-Tyne), 
proposing the health of ‘“*‘'The President,’’ said that Prof. 
‘err had so organised the health services of the city as to 
preserve the status of the general practitioner. Newcastle 
hoasted of being easily the foremost city of the country in 
its zeal for public health improvement. Sir ‘Arthur 
Newsholme proposed the ** Guests of Honour.’ He recalled 
many famous names from the list of former presidents. In 
welcoming the great improvement in the relations between 
the Society and the British Medical Association, he accepted 
as a happy augury for the future the election of Dr. W. ¢ 

Willoughby to the Presidency of the Association. Sir 
Eustace Hill, in reply, illustrated by his reminiscences the 
rise of medical officers of health in popular estimation. 
Dr. Wilioughby also replied. The general practitioners of 
his district, he said, had * ith him come to the conclusion that 
there was no such thing as * encroachment,”’ but that there 
was a great deal of mutual assistance. All branches must 
trust one another and work together while preventable 
disease still remained to be conquered. 

Presentation to Mr. G. S. Elliston. —Dr. G. F. Buchan then 
proposed the health of Mr. G. S. Elliston, who was retiring 
from the position of executive secretary of the Society which 
he had held for 12 years. When Mr. Elliston had come, he 
said, the membership had been 700 ; to-day it was 2000, and 
they owed to his powerful inspiration a measure of prosperity 
which they had never before attained. He presented Mr. 
Elliston, on behalf of the Society, with an engraved silver 
tray and a motor-car. Mr. Elliston, in reply, said that the 
debt was entirely on his side and that he had met with 
nothing but kindness and generosity from every member 
during his office. In 12 years he had only once proposed a 
question which Dr. Buchan had been unable to answer: 
that had been when a member had inquired about the 
mechanism for claiming a rebate on super-tax ! 


B.M.A.: Ninth Annual Council Dinner. 

The Chairman of Council, Dr. H. Brackenbury, took the 
chair at the ninth annual dinner of the Council of the British 
Medical Association, held in the Great Hall on Nov. 11th. 
After the loyal toast had _been honoured, the chairman 
proposed the health of the * Retiring Officers.”” Sir Ewen 
Maclean, he said, had been overseas at the time of his retire- 
ment last year, and the thanks which the Association owed 
him had accordingly been postponed until that evening. 
Prof. A. H. Burgess, although retiring, continued to represent 
the Association as Acting President during the’year of office 
of Prof. Harvey Smith of Winnipeg. Prof. Burgess and 
Sir Ewen were alike in the physical world and in the world 
of physic ; their work on surgery and obstetrics was widely 
recognised, their services to the Association were acknow - 
ledged by all, and they shared a comforting gift of genial 
friendliness. They had both travelled overseas for the 
Association, Prof. Burgess to Canada, and Sir Ewen on his 
tour of the Dominions. Sir Ewen Maclean, in reply, pre- 
sumed that the term “ retiring ’’ did not refer to his or Prof. 
Burgess’s disposition. He claimed, however, to be the more 
retiring of the two, as his retirement would be perfect at the 
end of the evening while his colleague’s would remain 
imperfect until the coming summer. The centenary celebra- 
tions in 1932 would show still more clearly what had so 
impressed him on his world tour: the stout bond between 
the profession in this country and overseas. Prof. Burgess, 
also replying, congratulated the officials of the Association 
and of the Canadian Pacific Railway on the excellent 
organisation which had made the Canadian visit so successful. 
The reception of the delegates by the Prime Ministers of 

each province and of the Dominion had shown that Canada 
regarded the Association as a great Imperial body. Mr. 
T. P. Dunhill, proposing the **‘ Common Health,” said that 
their organisation was necessary, not for their own protection 
but for their success in bearing the responsibilities of their 
profession. In so far as they kept in the forefront of their 
thoughts their opportunities for service, so far would they 
earry with them the approval of mankind and their 
consciences. Sir Arthur Robinson, replying, regretted 
the absence of Mr. J. R. Clynes at an important Cabinet 
meeting. Homer, he said, had constantly referred to a 
a physician as Maxdwy ‘AckAnmiov vids apvpovos inrnpos, 
a description which physicians were still trying to justify. 
Herodotus had complained that the physicians of Egypt had 
concentrated on one disorder each, and, to judge from the 
disputes which occurred between the specialist and the 
general practitioner, it was doubtful whether we had 
advanced much in this respect. He was sure, however, that 
the general practitioner was the foundation of the public 
health services, and so long as the general practitioner 
regarded himself not merely as a curer but as a preventer of 
illness he would continue to flourish. He was confident that 
the new post-graduate school, if properly supported, would 





be of the very greatest value. Dr. C. O. Hawthorne, in 
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proposing the health of the guests, welcomed individually 
the representatives of the allied and sister organisations. 
Sir Norman Bennett, in response, pleaded for more codpera- 
tion and less dogmatic assertion between doctor and dentist, 
and Sir Basil Blackett hoped that the obligation of raising 
funds for the centenary celebrations would not bring him 
under treatment for nervous disorder. Sir William Wheeler 
proposed the health of the chairman, and Dr. Brackenbury 
briefly replied. 


Society of Apothecaries of London. 

Presiding over a Yeomanry dinner on Noy. 18th, Lieut.-Col. 
C. T. Samman, the Master, proposed the health of His 
Majesty’s Ministers and presented the honorary freedom of 
the Society to Mr. Arthur Greenwood, Minister of Health. 
Mr. Greenwood modestly maintained that His Majesty’s 
Ministers were the best Ministers His Majesty had at the 
present time. Asa plain man he could not pretend to under- 
stand all the large public questions arising in his office ; he 
would be certifiable if he did. But he would not willingly 
change his job for any other in the world, and he would 
always be proud of having presided over what he regarded 
as the most important Department of State. The place this 
country would occupy in the world depended on the general 
level of capacity of the people, and in so far as the public 
health services could cut at the root of preventable disease 
they were doing immensely valuable work. Regardless of 
political views, he was willing to coéperate with anyone who 
could help in this work, and this would be the policy of 
Ministers of Health in the future as well as in the past. 

After Mr. Greenwood had received the freedom, Prof. 
H. E. Armstrong, F.R.S., made a lively speech introducing 
Prof. Ernest Fourneau, of the Pasteur Institute, Paris, the 
recipient of the Society’s gold medal for service to thera- 
peuties. Prof. Armstrong favourably compared Fourneau’s 
deliberate researches with those of Ehrlich and described his 
discovery of stovaine and other investigations as *‘ far more 
thrilling and far more wonderful,than any detective story.” 
In this award the Society carried the approval of all 
Prof. Fourneau’s scientific brethren ; no better choice would 
have been possible. The presence of Sir Donald MacAlister 
and other leaders of the medical profession stimulated Prof. 
Armstrong to ask whether something could not be done to 
raise the standard of chemical training for medicine. As one 
who began teaching chemistry in London in 1870 he earnestly 
pleaded that it should be raised to a higher plane. In 
thanking the Society, Prof. Fourneau said he sometimes 
wondered whether it was not relatively easy to be noticed 
as a prophet in one’s own country. He was, therefore, all 
the more grateful for this recognition from abroad. The 
First Secretary of the French Embassy, deputising for the 
French Ambassador, also thanked the Society for its honour 
to Fourneau and French science. 

Colonel E. C. Freeman, as senior warden, hospitably 
proposed the toast of the guests, and responses came from 
Mr. Justice McCardie, the Dean of St. Paul's, and Sir William 
Jackson-Pope, F.R.S. Sir Henry McCardie referred to the 
foundation of the Society when Milton was in the nursery 
and Cromwell was still at school. Dean Inge spoke of the 
power of faith in medicine, and quoted a letter he had lately 
received from a lady saying: *‘I am praying for your 
death: in two other instances I have been highly success- 
ful.”” And following these representatives of Law and the 
Church, Sir William Jackson-Pope replied on behalf of what 
he called ‘the subjects that haven't mattered much since 
the war ended—the Army, the Navy, and science.” 


Glasgow University Club, London. 

The annual autumn dinner of this club is to be at the 
Trocadero Restaurant, Piccadilly, W., on Friday, Dec. 12th, 
at 7.30 pM. The Archbishop of Canterbury is to be in the 
chair. Any Glasgow University men who, though not 
members of the club, desire to attend, are requested to 
communicate with the hon. secretaries at 62, Harley House, 

Ww 


fn 


Edinburgh University Club of London. 

The Edinburgh University Club held its 220th dinner 
at the Café Royal, London, on Novy. 12th. For the first 
time since his election to the office of Chancellor of the 
University, in place of the late Lord Balfour, Sir James 
Barrie took the chair and presided over a large and friendly 
gathering. In the course of his speech he described the 
new undergraduates before whom he had recently given his 
inaugural address. To-day, he said, their dress suits were 
so perfectly fitting that a-postage stamp in one of the pockets 
would cause a bulge, and he attributed this change from 
former times to the influence of women in the University. 
The health of the guests was proposed by Dr. L. F. Knuthsen 
with many neat allusions, and Lord Moynihan replied. Lord 
Aberconway represented the legal profession, giving the 
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British Serbian Units. 


The annual dinner of the British Serbian Units Branch 
of the British Legion and of all friends of Serbia will be held 
at the Grafton Hotel, Tottenham Court-road, London, W.. 
on Saturday, Nov. 29th, at 7.15 p.m. Mr. J. R. Chappell 
will take the chair. Tickets may be had from Miss Marx, 
24, Meleombe-court, Dorset-square, N.W. 1. 


The Eastman Dental Clinic. 

This clinic, adjoining the Royal Free Hospital, began 
work on Monday last. It has been built at the cost of Mr. 
George Eastman, chairman of the Eastman Kodak Company 
of America, and has been endowed jointly by Lord Riddell 
and Sir Albert Levy. 


Birmingham General Hospital. 

Sir Gilbert Barling, senior consulting surgeon and vice- 
president of Birmingham General Hospital, recently opened 
a new casualty department, with three wards and other 
extensions in that institution. Sir Gilbert stated that the 
hospital dealt with an average of 10,000 casualties a year. 
The cost has been about £15,000, 


Ashford Nurses’ Hostel. 

Princess Helena Victoria recently opened the new nurses’ 
hostel at Ashford Hospital, Kent, which was opened two 
years ago. The hospital, which in consequence of the 
liberation of the nurses’ former quarters will now accom- 
modate 86 patients, is a recognised training centre for nurses. 


Royal United Hospital, Bath. 

Mr. Aubrey Bateman, the Mayor of Bath. who has just 
completed his term of office, initiated a campaign to raise 
£90,000 for the rebuilding of the Royal United Hospital, 
to meet a promised donation of £10,000 by Mr, Stanley 
Wills, conditionally upon that sum being raised by the end 
of Mr. Bateman’s mayoralty. The amount actually obtained 
by noon on Nov. 10th was £73,500, whereupon Mr. Wills 
at once redeemed his promise. This was his second donation 
of £10,000, 


Fire at Sheffield Royal Hospital. 


On Tuesday last week an outbreak in the basement of 
Sheffield Royal Hospital necessitated the removal into the 
open air as a precautionary measure of the patients in the 
casualty ward. The fire brigade arrived promptly and 
subdued the flames in a few minutes, and not much damage 
was done, but Mr. W. A. Booth, the secretary, was severely 
burned on the face and hands. Inspector Cornish, the second 
ofticer of the brigade, was similarly injured, and an electrician 
suffered from less serious burns. 


A Course for Lady Almoners. 

It is proposed to give a course suitable for lady almoners 
at Armstrong College, Newcastle-on-Tyne, and a small 
group of students has already been formed. It is hoped 
that eventually the whole of the training will be given there, 
thus avoiding the necessity of students coming to London 
for the practical part of their experience in a hospital and 
with a recognised social service organisation. 


Central Council for Health Education. 

At the third annual Health Education Conference, 
organised by the Council and held on Novy. 13th in the 
School of Tropical Medicine, Lord Riddell, who presided 
at the first session, gave an address entitled ** Publicity in 
Public Health.”’ He referred to the vast improvement in 
health organisation in the space of a generation, but ques- 
tioned whether the social services were based on a correct 
philosophy. Was it sound that we spent so much money 
each year in caring for mentally defective persons while we 
restricted our expenditure on the normal child He put 
forward a strong plea for sterilisation, which gave rise to 
lively discussion. Several speakers complained that popular 
health articles were refused by the lay press. Lord Riddell 
suggested that a better method of securing editorial notice 
was to make some startling expression of opinion on a 
subject which would be taken up by reporters with avidity. 
Mr. John Hall described the method he uses in popular 
health talks. By a combination of simple sketches and 
verbal mnemonics he builds up on the blackboard an aston- 
ishing series of biological pictures. Prof. H. R. Kenwood, 
who presided over the afternoon session, gave a résumé of 
the Council’s coérdinating function during the past year. 
Mr. G. H. Barker, a member of the National Union of 
Teachers, told of insanitary conditions in schools. Dr. A. 
Adam, speaking for the German Central Agency for Popular 
Hygiene, described the teaching of health in the schools of 
the Reich. The Conference was well attended by repre- 
sentatives of local authorities and voluntary societies. 





health of the chairman. 


Some of the latest health films were demonstrated. 
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Medical Diary 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES. 


ROYAL SOCTETY OF MEDICINE, 1, Wimpole-street, W. 
MONDAY, Nov. 24th.—S bM., ODpONTOLOGY. Casual 
communication : Mr. J. Lewin Payne: A Case of 
Re-plantation and the Result after Nine Years. 
Paper: Dr. A. F. Hurst: The Teeth and the Stomach. 
TUFSDAY.—5 P.M., MEDICINE. Clinical Meeting at Guy’s 
Hospital, S.E. Cases: Dr. A. F. Hurst: 1. Para- 
thyroid Tumour with Osteitis Fibrosa, 2. Aplastic 
Anwtmia of ‘ive Years’ Duration. 3. Tumour of 
Liver with Extreme  Leucocytosis. Dr. = * 
Conybeare: 4. Infantile Hepatomegaly with  Dia- 
phragimatic Hernia. Dr. J. M. H. Campbell: 5. 
Rheumatic Heart Disease with Temporary Complete 
Heart Block. Dr. L. J. Witts: 6. Hepatie Cirrhosis 
with Diabetes Mellitus. Dr. A.C. Hampson : 7,8 and 9. 
Multiple Hereditary Telangiectases. Dr. R. E. Smith: 


10, Hour-glass Carcinoma of Stomach. 


me. we. C. 


Warner: 11. Familial Nystagmus. Dr. E. T. Cony- 
beare: 12. Familial Essential Thrombocytopwnia. 
Dr. (. F. Cosin: 13. Microcytic Anwmia after Gastro- 
enterostomy Cured by Iron. 14. Megalocytic Anzwmia 
after Gastro-enterostomy Cured by Liver. Dr. R. Ss. 
Bruce-Pearson : 15. Chronic Trophadema. Dr. H. J, 
Croot: 16 and 17. Erythremia with Peripheral 
Vascular Changes. Other cases will be shown. 
WEDNESDAY.— = P.M., COMPARATIVE MEDICINE. Papers: 
Dr. G. H. Edington and Dr. D. F. Cappell : Columnar- 


celled Adenocarcinoma 
Testicle of Horse, 
Dr. Nathan Raw: 
Animals to Man. 
THURSDAY.—8.30 PLM., 
Evening. 
FRIDAY.—5 PL 


Arising in Undescended 
with secondary Deposits in Thorax. 
Transmission of Tuberculosis from 


UROLOGY. Clinico- Pathological 


{., CHILDREN. (Cases at 4.30 P.M.) Cases will 
be shown. & P.M., EPIDEMIOLOGY. Paper: Dr. J. M. 
Hamill: Food as a Preventive of Disease. 
MEDICAL SOCIETY OF LONDON, 11, Chandos-street, 
Cavendish-square, W. 
MONDAY, Nov. 24th.—8 P.M., Clinical Evening. 


ROYAL INSTITUTION, 21, 
THURSDAY, Nov. 27th. 
Colour Vision (2). 
MEDICAL SOCIETY FOR 
DISEASES, 11, Chandos-street, 
FRIDAY, Nov. 28th.—8.30 P.M. (at the Wellcome Museum 
of Medical Science, 33, Gordon-street, W.C.), Dr. S. H. 
Dawkes: The Application of the Synthetic "Me thod of 
Teaching to Syphilis and Yaws, with demonstration 


Albemarle-street, W. 
5.15 P.M., Mr. L. C. Martin, D.Se. : 
THE STUDY OF VENEREAL 
Cavendish-square, W. 


of specimens, &c., to be followed by a discussion. 
(HE EUGENICS SOCIET Zs 
TUESDAY, Nov. 25th.-—-5.30 Pim. (at the Foome “. _the 
Linnean Society, Burlington House, W.), Mr. W. J. 
Gunn: The Heredity and Environment al our acta 
Builders. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


FELLOWSHIP OF MEDICINE AND) POST-GRADUATE 
MEDICAL ASSOCTATION, 1, Wimpole-street, W 
MoNnDAY, Nov. 24th to SaTURDAY, Nov. 29th. 
SOCIETY OF LONDON, 11, Chandos-street, © 
square, W., Special M.R.C.P. Lectures at , 
Tues. and Fri., Dr. W. J. Adie: Diseases of the 
Nervous System. Mon., at 4 P.M., Mr. E. G. Slesinger : 
Recent Advances in the Treatment of Toxic Goitre. 
Free lecture.- -HAMPSTEAD GENERAL HOSPITAL, Haver- 
stock Hill, N.W. Demonstration on selected Medical 
Cases by Dr. Adolphe Abrahams on Mon., at 3 Pom. 
No fee for attendance.—-EastT LONDON HOsPITAL FOR 
(CHILDREN, Shadwell, E. Demonstration of Ortho- 
predic cases by Mr. Acton Davis on Wed., at 2 P.M. 
No fee for attendance.—CITyY OF LONDON HoOsPITAL 
FOR DISEASES OF THE HEART AND LUNGS, Victoria 
Park, FE. Special post-graduate course. All day. 
toyAL WATERLOO HospiraL, Waterloo-road, S.E. 
Special course in medicine, surgery, and gynecology.- 
West END HosprraL FOR NERVOUS DISEASES, 73, 
Welbeck-street, W. Special course ae evening. 
Demonstrations on selected cases at 5 P. ST. MARK’S 
Hospitat, City-road, E.C. Special oi-tes course in 
proctology.—-Further particulars from the Fellowship 
of Medicine. 
NATIONAL HOSPITAL, 
MonbaAY, Nov. 24th. 


“MEDICAL 
avendish- 
8.30 PLM 


Queen- mene. W.c,. 

12 noon, Dr. Greenfield : 
Cerebral Tumours. 2 P.M., Dr. Riddoch: 
Clinic. 3.30 p.M., Dr. Kinnier Wilson : Drug Addiction. 

TurRSspay.-2 pM., Dr. Walshe: Out-patient Clinic. 
3.30 poM., Mr. Armour: Head Injuries. 

WEDNESDAY.—2 P.M., Dr. Martin: Out-patient 


Pathology of 
Out-patient 


Clinic. 


THURSDAY.—2 P.M., Dr. Kinnier Wilson : Out-patient 
Clinic. 3.30 p.M., Dr. Gordon Holmes: Diseases of the 
Pituitary Body. 

Fripay.—2 v.m., Dr. Adie: Out-patient Clinic. 3.30 P.M., 
Dr. James ¢ ‘ollier : Acute Diseases of the Spinal Cord 


and ‘Brain Stem. 








WEST LONDON HOSPITAL 
Hammersmith, W. 

MONDAY, Nov. 24th.—10 A.M. to 1 P.M., Surgical Wards, 
Genito-Urinary Operations, Skin Department. 2 P.M., 
Operations, Surgical Wards, Medical, Surgical, Eye 

and Gynecological Out-patients. 
TUESDAY.—-10 a.m, to 1 P.M., Medical Wards, Clinica! 
Demonstration (Surgical), Dental Department. 2 P.M., 
Operations, Medical, Surgical, and Throat Out-patients. 


POST-GRADUATE COLLEGF, 


WEDNESDAY.—10 A.M. to 1 P.M., Medical and Surgical 
Wards, Children’s Medical Out-patients. 2 P.M. 
Gynecological and General Operations, Medical, 
Surgical, and Eye Out-patients. 

THURSDAY.—10 A.M. to 1 P.M., Neurological Out-patients, 
Demonstration of Fractures. 2 P.M., Operations, 
Medical, Surgical, and Genito-Urinary Out-patients. 

FRIDAY.—10 A.M, to 1 P.M., Medical Wards, Skin Depart- 
ment, Dental Department, Clinical Demonstration 
(Medical). 2 P.M., Operations, Medical, Surgical, and 
Throat Out-patients. 

SATURDAY.—10 A.M. to 1 P.M., Throat Operations, Bacterial 
Therapy Department, Medical Wards, Children’s 
Medical and Surgical Out-patients. 

THE LONDON SCHOOL OF DERMATOLOGY, St. Job. 
Hospital, Le icester-square, Wc, 

TUESDAY, Nov. 25th. 3yM., Dr. H.W. Barber : Immunity 
and Anaphylaxis. 

THURSDAY.—5 P.M., Dr. G. B. Dowling: Staphylococcal 


Infections, 


LONDON SCHOOL OF TROPICAL MEDICINE AND 
HYGIENE (Public Health Division). 
THURSDAY, Nov. 27th.—5 p.m., Dr. J. S. Owens: Atmo 
spheric Pollution. 
KING'S COLLEGE, Strand, W.C. 
THURSDAY, Nov. 27th.—5 p.m., Mr. W. Robson, D.xse.: 


(Third of four lectures.) 
HOSPITAL MEDICAI SCHOOL, 


Protein Metabolism. 


KING’S COLLEGE 


Denmark-hill, S.F. 
THURSDAY, Nov. 27th.—9 p.m., Mr. C. P. G. Wakeley : 
Thyroid Enlargement and Its Tre 9 nt. 
UNIVERSITY COLLEGE, Gower-street, W. 
Monpay, Nov. 24th. 5 p.m., Mr. L. f. ” Baylis a, Ph.D. : 
Respiratory Functions of the Blood. (Third of four 


lectures.) 
NORTH-EAST LONDON  POST-GRADU 
Prince of Wales’s General Hospital, 
MONDAY, Nov. 24th.—2.30 to 51 
Gynecological Clinics. 


ATE COLLEGE, 
Tottenham, N. 

: Medical, Surgical, 
Operations. 


and 


TUESDAY.—2.30 to 5 P.M.: Medical, Surgical, Ear, Nore, 
and Throat Clinies. Operations. 

WEDNESDAY.—2.30 to 5 P.M.: Medical, Skin, and Eye 
Clinies. Operations. 

THURSDAY.—11.30 a.mM.: Dental Clinics. 2.30 to 5 P.M. 
Medical, Surgical, Throat, and Ear Clinies. Operations. 

FrRIDAY.—10.30 a.mM.: Ear, Nose, and Throat Clinies. 2.30 
to 5 PM.: Medical, Surgic al, and Children’s Diseases 
Clinics. Operations. 


CITY OF LONDON MATERNITY HOSPITAL, City-road, E.C. 


THURSDAY, Nov. 27th.—5 p.m., Mr. R. C. Brown: The 
Treatme nt of Dis proportion. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCTATION, 


James’s Hospital, Ouseley-road, Balham, S.W. 
WEDNESDAY, Nov. 26th.—4 p.m., Mr. T. Pomfret Kilner 
Modern Reconstructive Surgery. 
ST. PAUL’S HOSPITAL, Endell-street, W.C. 
WEDNESDAY, Nov. 26th. 1.30 poM., Dr. David Thomson : 
Common Infections of the Genito-urinary Tract. 
CENTRAL LONDON THROAT, NOSE, AND EAR HOs- 
PITAL, Gray's Inn-road, W.C,. 
FRIDAY, Nov. 2&8th.—4 p.m.. Mr. Harold Kisch: Frontal 
Sinusitis—-Diagnosis and Treatment. 
ST. JOHN’S HOSPITAL DER gr OGICAL SOCTETY 
WEDNESDAY, Nov. 26th. $15 Pp. at St. John’s Hospital. 
19, Leicester-square, W.C.), Clinical cases and = a 
discussion on Thallium, to be opened at 5 Pom. by 


Dr. Roche Lynch and followed by Dr. Graham Little, 
Dr. Dowling, Dr. Wigley, and others. 
ROYAL NORTHERN HOSPITAL, Holloway-road, N. 
TUESDAY, Nov. 25th.—3.15 v.m., Mr. Kenneth Walker: 
Hematuria. 
THE CHADWICK TRUST. 
FRIDAY, Nov. 28th. 5.30 Pom. (at the Royal Society of 
Arts, John-street, Adelphi, W.C.), Sir Robert Philip 


The Outlook on 
(Malcolm 


Tuberculosis : Changing Orientation. 
Morris Memorial Lecture.) 


INSTITUTE OF HYGIENE, 28, VPortland-place, W. 
WEDNESDAY, Nov. 26th.—-3.50 PoM., Dr. W. FF. Christie 
The Prevention of Obesity. 
ROYAL INSTITUTE OF PUBLIC HEALTH, 37, Russell- 
square, W.C, 
WEDNESDAY, Nov. 26th. {/ pom., Mr. L. Ward: The 


Prevention of Accidents in Workshops and Factories. 
THURSDAY.—4 P.M., Mr. Harold Chapple : Contraceptive 
Responsibilities of the Medical Practitioner. 


UNIVERSITY OF SHEFFIELD POST-GRADUATE CLINIC, 
FRIDAY, Nov. 28th.—3.30 p.m. (at the Royal Infirmary), 
Dr. Brockman: Syphilis of the Alimentary Tract. 


AMPAIGN POST-GRADI 
(YORKSHIRE COUNCIL). 
3.30 pM. (in the Halifax 
Beckwith Whitehouse : Uterine 
Special Reference to Malignant 


BR hj EMPIRE C a ER ¢ ATE 
LK "RES ON CANCER 

hth and Nov. 26th. 
Infirmary), Prof. W. 
Hemorrhage, with 

Disease, 
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MANCHESTER ROYAL INFIRMARY POST-GRADUATE 
COURSES. 
TUESDAY, Nov. 25th.—4.15 p.m., Dr. F. E. Tylecote: 
Low Blood Pressure. 
Fripay.—4.15 P.M., Dr. Blair : Mental Defect. 
ANCOATS HOSPITAL, Ancoats, Manchester. 


THURSDAY, Nov. 27th.—11 
Clinical Demonstration. 
Systematic Pathological 
Rheumatoid Arthritis. 


a.M., Dr. E. W. Twining: 
4.15 p.M., Dr. Arnold Renshaw : 
Investigation of a Case of 


Appointments 





HEATH, W. E., M.B., B.S. Lond., D.O. Oxon., has been appointed 
Hon. Ophthalmic Surgeon to the Kent County Ophthalmic 
and Aural Hospital, Maidstone. 

MASSIE, G., M.S. Lond., F.R.C.S. Eng., 
peedic Department, Guy's Hospital. 

OWENS, JAMES, L.R.C.S.1., Surgeon 
Dublin. 

Raper, J., M.D. 
Anvest hetist, 
Lanes. 


Asst. Surgeon, Ortho- 


to Mercer’s Hospital, 
Winnipeg, Man., 


Warrington, 


Manitoba, 
The 


Medical College, 
Infirmary and Dispensary, 


Certifying Sur ppene, =a 
EVANS, 
Carmarthen) ; 
haven, 


the Factory and Workshop Acts: 

.P. Lond., M.R.C.S.  (Llanybyther, 
oa A. D., M.B., Ch.B. Aberd. (Stone- 
Kincardine) 


London County Council: KincG, E. J. (Miss), M.B., B.S. Lond., 
L.R.C.P., Asst. M.O.; Dulwich Hospital. JENNINGS, 
C. M., F.R.C.S. Eng., L.R.C.P. Lond., Asst. M.O., Fulham 
Hospital. TAC OBs, P., M.B., Ch.B. Glasg., Asst. } 
Hammersmith Hospital. FISHER, H. M., M.B., B.S., 
Asst. M.O., St. Mary Abbots Hospital, Ke *nsington. 
THOMPSON, A. “R., M.B., B.S., and WESTWATER, J. S. 
M.B., Ch.B. Edin., Junr. Asst. M.O.’ s, Park Hospital. 
BOWTeErt, A. M.A., B.Ch., Asst. M.O., Bt. Charles 


Hospital, Marylebone. KNIGHT, S.. L.R.C.P. Lond., 
M.R.C.S., Asst. M.O., St. Peter’s Hospital, Vallance -road, 
E.1. ROANTREE, W. B., M.B., B.Ch. Dubl., Asst. M.O., 
Hackney Hospital. Younu, B. A., M.B., B.S., Asst. M.O., 
Archway Hospital, Highgate. THOMAS, T. P.. M.B., 
Ch.B. Edin., Asst. M.O., St. Olave’s Hospital, Rotherhithe. 
Smumons, J. H.. M.B., B.S. Lond., Asst. M.O., Downs 
Hospital for ¢ ‘hildren. Ive, C., M.B., B.S. Lond., Junr. M.O., 
King George V. Sanatorium, near Godalming. SHaw, 
P. H. S. (Miss), M.B. B.s. Lond., D.P.H., St. Benedict's 
Hospital, Tooting, 8 LW. 
i 
\ acanciles 


For further information refer to the advertisement columns. 


Aberdeen Royal Mental Hospital.—Jun. Asst. P. £300. 

Aberdeen Royal Infirmary.—Jun. Asst. Surg. for Ear, 
and Throat Dept. 

Albert Dock Hospital, Connaught-road, k.—Asst. 

Bradford Royal Eye and Ear Hospital.—-Jun. H.-S. 

Birmingham General Hospital.—2 Res. Surg. Reg. 
Depts. £100—€120—€140. 

Bolton Infirmary and Dispensary.—Two H.S.’s. 

lso Cas. O. At rate of £150. 
Bury St. Edmunds, 


Nose, 
Surgeon. 
£150. 


to Special 


Each £150. 


West Suffolk General Hospital.—Jun. Res. 

M.O. £150. 

Cancer Hospital, Fulham-road, S.W.—H.S. At rate of £100. 

Canterbury, Kent and Canterbury Hospital.—H.s. At rate of 
£125. 

Cape Town University.—Assistant Anatomist. £750. 

Chelsea Hospital for Women, Arthur-street, S.W.—Jun. H.S. At 
rate of £100. 

oo, Joint Sanatorium, Market Drayton, Salop.—H.P. 
£25 


City of London Hospital for Diseases of the Heart and Lungs, 


Sn Park, E.—Res.M.O. £250. Also H.P. At rate of 
0 
Coventry and Warwickshire Hospital.—Res. Asst. H.S. £125. 


Croydon General Hospital.—Hon. M.O. to Diseases of Children. 


Also Res. M.O. £200, 


Dewsbury and District General Infirmary.—Sen. H.s. £200. 

Downpatrick, N. Ireland, Down Mental Hospital.—Jun. Asst. 
M.O. £300, 

General Lying-in Bowie, York-road, Lambeth, S.k-.—Res. M.O. 
At rate of £1 

Golden-square Throat, Nose, and Ear Hospital, W.—Hon. Reg. 
Also Hon. Clin. Asst. 

Hampshire County Council.—-Asst. County M.O. £600. 


Hampstead General and North-West London Hospital, Haverstock 
Hill, N.W.—-H.P. and H.S. Each at rate of £100 
——_ for Sick Children, Great Ormond- street, W.C.—Part-time 


Jun. Cas. O. At rate of £150. Also H.S. and H.P. Each 
at rate of £100. 
Hull Royal hy teat —Asst. H.P. At = of x 30. 
Ipswich, East Suffolk and Ipswich Hospital.—H.8. £120. 
Leeds, Killingbeck Tuberculosis Sanatorium. “Asst. Res. M.O. 
£250. 
Lincolnshire (Kesteven) C.C.—Asst. County M.O.H. £500, 
Liverpool, Royal Babies’ Hospital, Woolton.—Res. M.O. At 


rate of £90. 


Liverpool, Royal Southern Hospital.—Hon,. Dental Surgeon. 


APPOINTMENTS.—VACANCIES,.— BIRTHS, 





MARRIAGES, AND DEATHS. [Nov. 22, 1930 
London Temperance Hospital, Hampstead-road, N.W.—Cas. O. 


Also H.P. At rate of £120 and £100 respectively 
Maidstone, Kent County Ophthalmic and Aural Hospital. —QOphth. 
H.Ss. At rate of £200, 
Manchester, Ancoats Hospital.—Part-time Med. Res: and Surg. 


Reg. Orthopedic H.S. All at rate of £10 
—— ster Babies’ Hospital, Burnage-lane, 7 ‘Sen. 
M.O. At rate of £125. 
sented City, Abergele Sanatorium.—Med. Supt. £900. 
Manchester Royal Eye Hospital.—Jun. H.S. £120 
Metropolitan Hospital, K ingsland- -road, E,— Asst. M.O. to X Ray 
and Electrical Dept. 
Miller General Hospital, Greenwich-road, S.-.—-H.V. and H.S. 


Each at rate of £125. Also Out-patient Officer. At rate of 


£150 


Monmouthshire County Council.—Two Asst. M.O.’s. Each £500. 

National Hospital, Queen-square.—H.P. £150. 

Nelson Hospital, Merton, S.W.—Res. M.O. At rate of £100. 

Newcastle-upon-Tyne Royal Victoria Infirmary. -H.s. to Skin 
and Venereal Dept. At rate of £50. 

aha _ Hawkes Bay Hospital, Napier.—Pathologist. 

Pee + og “Jenny Lind Hospital for Children.—Res. M.O. £120. 

Nottingham City Infirmary, Hucknall-road.—Two M.O.'s. Each 
£350. 

Plymouth, South Devon and East Cornwall Hospital.—H.P. Also 
H.S. to Casualty and Special Dept. At rate of £120 and £100 
respectively. 

Prince of Wales’s General Hospital, N.—Hon. Clin. Assts. to 


Various Departments. 
Princess Louise Kensington Hospital for Children, St. Quintin- 


avenue, N. Kensington.—H.s5. At rate of £100. 

Queen’s Hospital for Children, Hackney-road, E.—H.P. At 
rate of £100, 

Queers 4 we k Hospital for the East End, Stratford, F.—Res. 


o we, B.P.*s, 
re te c tive ly. 
Richmond, Surrey, &c., 
Hospital, Mogden.- 


&e. At rate of £200, €150, and £120 


Joint Isolation Hospital Committee, 
Res. M.O. £400. 


neue National —" Hospital, Great Portland-street, W.— 
ion. Asst. 

Sheficlt Children’ 8 © Hospital. Third Res M.O. £100. 

Sheffield Royal Hospital.—Ophth. H.S. Also Res. Anesthetist. 


Each at rate of £80. 


Sheffield Royal Infirmary.—Ophth. H.sS. £80-£100, 


Somerset County Council, Sandhill Park, Bishop's Luydeard, nr. 
Taunton.—-Med. Supt. £850. 

Southport General Infirmary.—Jun. H.S., &e. £150. 

St. George's Hospital, S.W.—Sen. and two Anesthetists. 

Sunderland, pa County and Sunderland Eye Infirmary.— 
H.S. & 

Todmorden Beveush. —M.O.H. and School M.O. £800. 

University College Hospital, W. Hon, Clin. Asst. Also Hon. 


First Asst. to Special De Sea 
Warwick, Hertford Hill, King Edward VII Memorial Saunatoriuims 
Jun. Asst. M.O. At rate of £200, 


West Bromwich, Hallam Hospital.—Res. H.P. £250. 


West London Hospital, Hammersmith-road, W.—-Non-Res. 
Cas. O. £250. Also H.P., H.S., and Aural and Ophth. H.S. 
Each at rate of £100. 

Weston-super-Mare, General Hospital.—Res. H.S. At rate of 
£150 

West Riding Mental Hospital, Starthos Hall, Kirkburton. 
Asst. M.O. £400, 

Ww = Royal sarnery. Res. Med. and Surg. Officer and Regis- 

rar. £250 


Asst. to Surgical 


Shooters Hill, 
Pathologist . 


Ww mh General Hospital, N.W.—Hon. Clin. 
Out-patient Dept. 

Woolwich and District War Memorial Hospital, 
S.E.—H.P. At rate of £100. Also Part-time 
£300. 

Wrerham and East Denbighshire War Memorial Hospital. 
Surgeon to Ear, Nose, and Throat Dept. 


Hon. 


~ Births, Marriages, 


BIRTHS. 


and Deaths 


RIDDPELL.——-On Nov. 16th, the wife of Dr. Renton Riddell (CE. A 
Shuttleworth, M.B.), of Baldock, Herts., of a son. 

TeERRY.—-At Nyaunghla, Upper Burma, on Oct. 7th, 1930, to 
Helen Margaret, wife of Dr. Gordon Stuart Terry—a son. 

DEATHS. 

FRAZER.—On Nov. 15th, Ewan Richards Frazer, M.Be, 
B.Ch.Oxon., of Lennox-gardens, London, and late of 
Frampost, East Grinstead. 


Alexander Haldane Stokes, 


aged 8&8. 
Richmond, Walter 


13th, at Bedford, 
Lieut.-Col., Retired, late A.M.S., 

Warp.—On Nov. 10th, at Dynevor-road, 
Alfred Ward, M.R.C.S., in his 83rd year. 


N.B.—A fee of 78. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 


STOKES.—On Nov. 


DRIFFIELD COTTAGE HospiTau.—The urban council 
of Driffield is about to erect a municipal cottage hosptal, in 
addition to the already existing hospital. The cost will be 
£8000, and there will be 18 beds in two six-bed wards, 
two single and two double private wards, one of which 





can be used for children. 
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TRACHOMA IN IRELAND.* 


By FRANCIS S. LAVERY, M.B., D.O.M.S., 


MONTGOMERY LECTURER IN OPHTHALMOLOGY (1930), UNIVERSITY 
OF DUBLIN, 





IT is impossible to give even approximate figures 
of the incidence of trachoma in Ireland as there is no 
source from which they might be compiled. Of all 
the countries of the world whose inhabitants are 
subject to trachoma, this country is the only one 
where no official effort has been made to check its 
spread and ravages. 

I started by looking through the case sheets of the 
patients who had attended at the Royal Victoria 
Hospital, Dublin, for the ten years 1919-1928. The 
numbers of new trachoma patients who presented 
themselves during these years were as follows : 


Year. Cases. Year. Cases. Year. Cases. 
BD 660 eee 123 . , eee 115 DE sé0eu-< 79 

Pe 118 EE de arias 102 rae 98 

eS a. 4 i scenes 117 

| ee 130 a ee 127 


The figures maintain a fairly level average over 
these years and it would appear that the disease has 
now reached a sort of equilibrium, neither increasing 
nor decreasing. Of course, a larger number of 
trachoma patients were treated each year, as each 
patient has to attend more or less regularly for over 
a year and they keep returning from time to time. 
These figures may not appear alarming, but when we 
consider the disability produced in these unfortunate 
persons we shall be appalled by the number who are 
rendered incapable of doing even a reasonable amount 
of work. 

Out of these 1081 trachoma patients I only find 
the visual acuity recorded of 478. We must therefore 
take these 478 as being representative of the whole 
1081. It seems to me probable that the reason why 
vision was not taken in a larger number of the 
unrecorded cases was that the state of the eyes made it 
difficult to do so. Of these 478, 114 had vision below 
3/60, which is the standard required by the Blind 
Pensions Act. That means that 23-8 per cent. are 
unable to do work for which eyesight is required. 
In addition 137 (or 29-6 per cent.) have less than the 
blind pensions standard in one eye. This leaves only 
47-6 per cent. with vision above 3/60 in both eyes. 
Vision above 6/36 was very rare indeed. 


Prevalence in Institutions. 

There is little room for doubt that the occurrence 
of trachoma has declined owing to improved housing 
and sanitation, and the generally raised standard of 
living, but this diminution applies only to the public 
at large and not to our institutions where the disease 
is still very prevalent. When I first started to inspect 
these I was amazed at the number of cases of trachoma 
I discovered which had previously been undiagnosed 
and which presented no symptoms until sought for. 
I have since ascertained that this has been the experi- 
ence of other investigators. The fact is that the 
greater number of those attacked in their earliest 
years escape clinical observation and are not examined 
by an oculist until a complication arises. It would 
appear that some secondary infection is required 
before trachoma makes itself manifest. One investi- 
gator writes :— 

** Between the children infected and those who were not 
we did not notice any exterior difference either at the 
edges of the eyelids or at the palpebral opentng. Turn over 
the upper eyelid, however, and the difference appears 
immediately.” 


It is, therefore, apparent that only by some system 


* The Montgomery Lecture will appear in full in the January 
number of the Irish Journal of Medical Science. 
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of methodical and regular inspection in our institutes 
can trachoma be detected. 

In passing, I note that the age of infection appears 
to be higher among the institutional cases than among 
those in ordinary life where the father and mother 
are the source of infection. It is generally accepted 
that parents pass it on to their elder children in 
infancy, and later, when the parents have become 
more or less non-infective, the disease is passed on by 
the elder children to the younger. 

In the course of my investigations I visited in all 
ten institutions for boys and girls, where I examined 
917 subjects. I compare two orphanages for the 
sake of illustrating my point about the age of infection. 
In a boys’ orphanage where the ages ranged from 4 to 8 
years the trachoma percentage was 11-5 and even that 
was confined to the elder ones, whilst in a girls’ 
orphanage where the ages ran from 4 to 18 the 
percentage was 20-5. The average age among the 
infected girls was 13 and none of the very young 
children was infected. This orphanage struck me as 
being very well run, but what are those in charge 
to do? They cannot isolate the intected girls, and 
they have no Swanley to which they can nd them 
asin England. I take this latter orphanage to prove 
the necessity for inspection. Among the 117 girls 
examined 67 were free from external eye disease. 
There were ten cases of external eye disease other 
than trachoma or follicular conjunctivitis, 12 cases 
were being treated for trachoma, and above this I 
found 12 cases of previously undiagnosed trachoma 
and treatment of these for over one year has con- 
firmed my diagnosis of that disease. A few of the 
cases I had put down as follicular conjunctivitis have 
also turned out to be trachoma. 

Here are still more alarming figures from an insti- 
tution in County Cork. Out of a total of 124 girls exa- 
mined 31 had definite trachoma and 20 were marked 
as suspicious; that is, 25 per cent. of the girls had well- 
marked trachoma. I assisted Miss Euphan Maxwell 
in investigating the causes of blindness among the 
inmates of a blind asylum where it was impossible 
to make a detailed examination. Of 83 cases examined 
15 (or 18 per cent.) owed their blindness to trachoma, 
no other cause claiming so high a figure. Through the 
courtesy of Dr. M. O'Leary | was enabled to inspect 
a number of Dublin schools, and compared with the 
above depressing figures it is somewhat consoling to 
note that out of 324 school-children examined the 
trachoma percentage was 1:8, and some of these 
schools were in areas where one might expect to 
find trachoma at its worst. 


An Anti-trachoma Campaign. 


Th:re are three distinct ends in the anti-trachoma 
struggle that we can propose to ourselves : 

1. To prevent new infections by instituting a series of 
prophylactic measures in the family, in the schools, and in 
the institutions. 

2. To seek out cases of latent trachoma and care for them 
from the first appearance of the malady. 

3. To treat the trachomatous who present complications 


with a view to curing them of their trachoma as well as of 
the maladies superimposed. 


When we consider that in our institutions through- 
out the country the infected and the uninfected are all 
herded together and the latter are exposed daily to 
danger of infection we must feel convinced of the 
necessity for action. In most of the institutions 
nothing is being done to protect the uninfected and 
very little towards treatment of the infected, the 
reason for this being largely that those in charge are 
completely ignorant on the subject. It is difficult 
to formulate a scheme for combating the evil. A great 
number of countries where trachoma is prevalent 
have adopted measures to combat the evil, because it 
is not only an affliction to the individual sufferers 
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but also a source of economic loss to the community. 
Families fall into misery as soon as the malady enters 
their dwellings, the breadwinner being forced to 
remain inactive for prolonged periods. 

The formulation of a scheme of prophylactic 
measures can best be done by studying the methods 
employed in other countries, above all in those which 
have almost entirely rid themselves of the scourge. 
These methods may be divided into two categories : 
general measures and special measures. Among the 
first we may put the improvement of housing and a 
raising of the general standard of living. The latter 
is of great importance, as trachoma is essentially the 
malady of the indigent, for indigence brings want of 
cleanliness both in person and dwelling. In France, 
Russia, and Poland trachoma is a notifiable disease, 
but here we are faced with the difficulty that it 
requires a skilled ophthalmic surgeon to diagnose it 
with any degree of certainty in its early stages. 
There is also the danger of its being overdiagnosed 
and harmful caustic treatment applied, as frequently 
happens in India. In Egypt and Russia there are 
travelling hospitals for the purpose of teaching the 
local doctors as much as for the purpose of treating 
the disease. Countries such as Prussia, Hungary, and 
Czecho-Slovakia have extensive courses of instruction 
for the parish doctors. Notification is not much good 
unless treatment is made compulsory. This is done 
in China, and is forced on migratory labourers and 
prisoners in Czecho-Slovakia. In Turkey no one is 
allowed to work in a public place with uncured 
trachoma. Hungary, at the outset of the war, 
formed a trachoma regiment for the purpose of 
preventing its spread throughout the army and so 
that all cases might be collected together for treatment, 
and precautionary measures were to have been taken 
when demobilisation was being effected. This plan 
was knocked on the head by the revolution and 
collapse of the Central Powers, with the result that 
there was a terrible increase in trachoma in parts of 
Hungary after the war. From that country comes 
a proposal for the formation of industrial colonies for 
the trachomatous, also the suggested State support of 
families of patients undergoing treatment. 


An English Model. 


The methods adopted in England seem to me to 
serve as a more suitable model for our imitation than 
those of continental countries where conditions are so 
different from ours. In England the disease is 
steadily diminishing. Compare the figures of 
registered cases in the schools under the late Metro- 
politan Asylums Board of London. In 1912 there 
were 153 cases registered. Each subsequent year 
shows a reduction in the number of registrations and 
in 1920 the number was 26. The London County 
Council is to be congratulated on the success achieved 
in the area under its control. An ophthalmic school 
was founded near Swanley. This school takes in all 
cases of infectious eye disease and lately interstitial 
keratitis has been included because of the beneficial 
effects of fresh air and sunlight on that disease. To 
this school are sent all the cases of infectious eye 
disease that are recommended for treatment by the 
medical officers in the London area. Through the 
courtesy of Mr. M. S. Mayou I have had an oppor- 
tunity of visiting this school. It is divided into a 
number of units, each consisting of three separate 
cottages. In the central one resides the mother or 
sister in charge. Here all the cooking is done and 
meals taken, and here also is the treatment room. 
The children live in this and the other two cottages. 
The trachoma unit is completely separate from the 
other cottages and is surrounded by a double fence. 
I asked did not the patients feel hurt by this segre- 
gation and was told that on the contrary they consider 
themselves the nobility of the place as naturally they 
are the oldest inhabitants. They attend separate 
classes and never come across the other inmates. 
The children are usually very happy at Swanley, 





and on more than one occasion have been detected 


AND ABSTRACTS, [wov. 22, 1930 
trying to reinfect themselves from the others to avoid 
being discharged as cured. 

I am satisfied that the only satisfactory method 
of treating trachoma is in a separate institute. The 
present method of a patient having to attend a 
hospital three times a week over a prolonged period of 
time is unsatisfactory. It interferes with the education 
of the school-children and no institute could afford 
the expense involved. The effect of the present 
system is that patients only attend spasmodically, 
when their eyes are giving them pain. Things can no 
longer be allowed to drift. At the orphanage where 
I inspected 117 girls and found 24 definite and some 
doubtful cases of trachoma I have during the last 
year and a half inspected each new inmate, placing 
those showing trachoma immediately under treatment. 
On re-inspecting this orphanage recently I found 11 
new victims and 13 cases in which the diagnosis is 
still doubtful. There can be little doubt that these 
children succumbed because of their proximity to 
those already infected. 


Application to Ireland. 

If the establishment of an ophthalmic school is 
considered too big an undertaking we might set aside 
two of our existing orphanages, one for boys and one 
for girls, to which the infected could be transferred 
from other orphanages in Ireland. The achievement 
of this plan would go a long way towards the eradica- 
tion of what I may call institutional trachoma but 
would not tend to diminish materially the disease 
outside. All my investigations among school-children 
have been carried out in Dublin, but I am informed 
by doctors practising on the Western seaboard, where 
the standard of living is very low, that trachoma is 
very prevalent there. At the international trachoma 
conference in Geneva attention was drawn to the fact 
that as one of the best methods in the struggle against 
trachoma is to attack it in early infancy the necessity 
of a precise diagnosis becomes evident. In the City 
of Dublin a system of medical examination has been 
established in the schools but only on a voluntary 
basis. While the public mind may not yet be pre- 
pared to accept the compulsory system the following 
plan might eventually lead toit. Extend the medical 
examination to the whole State and add a special 
examination by a qualified oculist. Direct the 
oculist (and this is the important point) in the case of 
the discovery of any infectious eye complaint to 
endeavour to induce the family of the sufferer to 
submit to an examination. Thus the root of the evil 
would be reached and the younger members of the 
family would come under treatment at an age when 
they could be readily curable. Treatment could 
then be properly carried out by a skilled nurse acting 
under the direction of an oculist, with only periodical 
inspection by him. In one of the girls’ orphanages 
the sister in charge has been able to carry out 
directions, and with monthly visits by me satisfactory 
progress is being made. 


NOISE AND ITS MEASUREMENT. 


THE universal problem of noise is at its worst. 
perhaps, in New York, where it has been approached 
scientifically and thoroughly. A brochure called 
City Noise,! publishes the report of the commission 
which has been investigating it. A year ago a 
travelling noise laboratory began a cruise of the city 
to measure the intensity of sound in various areas. 
Two devices were used: a measure of deafening 
effect and a “ noise meter ”’ that registered intensity 
directly through a microphone. The masking effect 
of any given noise was determined by the intensity 
necessary to make a known tone audible above it. 
The amount of noise is the difference between this 
intensity and the intensity required in a quiet place. 
This indirect method, depending on the human ear, 
was a useful addition to and check on direct measure- 


1 Noise Abatement Commission, Department of Health, City 
of New York. 1930. Pp. 308. 
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The unit of noise—the decibel—is approxi- 


ments. 
mately the smallest change in sound which the 
human ear can detect; it is not an absolute unit, 
but a symbol for the ratio of intensities. In general, 
the numbers of decibels measuring the difference 
between two sounds is ten times the common logarithm 
of the intensity ratio. An ordinary conversation 
has a loudness of about 60 decibels—that is to say, 
10% times the least intensity the normal ear can hear. 
A total of about 10,000 observations was made, 
and in several places the aggregate noise was analysed 
by means of band-pass filters. 

The results showed that riveting and blasting were 
the worst noises of New York, measuring 96 or 
97 decibels, but the average noise of a subway express 
passing a station was 94 decibels, while a loud-speaker 
at its noisiest accounted for 79—an_ intensity 
100,000,000 times greater than thesmallest distinguish- 
able sound. The exhaust of a motor lorry accounted 
for decibels, and the automobile horn for 71. 
At these levels, conversation is difficult, study 
impossible, and normal sleep almost out of the 
question. The average noise level inside rooms in 
residential districts was found to be 31 decibels, 
and approximately half the noise came from outside 
the house. Under normal traffic conditions a sound 
had to have a loudness of 50-55 decibels to be heard, 
and in main streets this might rise to 75 decibels. 
An amusing comparison with sounds from the 
Zoological Gardens showed that while a roaring 
lion (87 decibels) would be audible in the streets 
for 20 or 30 feet, a Bengal tiger (75-5 decibels) might 
roar indefinitely without attracting the attention of 
passers-by. 

Great improvements have been made by padding 
turnstiles at the stations and replacing traffic-police 
whistles by lights. A series of tests was made on 
standard motor-horns, and it was found that an 
adequate warning sound need not be startling or 
nerve-racking, and that the average horn was a 
great deal louder than necessary. Some of the horns 
could be heard ten miles off. Many horns were 
found to be unpleasant because of high notes, which 
could be filtered off. The only way to deal with 
construction and demolition noises seems to be 
prohibition during hours of rest and the provision 
of adequate mufflers on the intakes of air compressors. 
The Commission recommended a ‘noise squad” 
as part of the City Health Department, and an 
extensive educational campaign, for they realise that 
there is no quick solution of the noise problem ; the 
coéperation of every manufacturer, employer, and 
employee is needed before any appreciable Improve- 
ment can be effected. 


INSTITUTIONAL DIETETICS. 


RECENT intensive laboratory studies of the princi- 
ples of nutrition and their application to human 
dietaries have demonstrated clearly the  health- 
promoting value of specific foods and accessory food 
factors. The science of dietetics, if there be one at 
the present time, no longer rests on a basis of mere 
energy exchanges. The application of the modern 
knowledge of nutrition to the bulk feeding of human 
beings is frequently neglected even in institutions 
which cater for the young, the sick, and the infirm. 
We deplore the statement in the preliminary section 
of a small manual devoted to institutional dietetics! 
that little definite is known about the vitamins, and 
that an ideal food is one in which the proportion of 
carbohydrate to protein is great. An opportunity 
has been missed of attempting to improve the standard 
of nutrition of the considerable sections of the com- 
munity that are regularly fed in institutions. The 
main contents of the book, however, are recipes which 
should prove valuable to housekeepers who cater for 
large numbers. 





COMMENTS, 





1 Institutional Cookery and Dietetics. By Helen B. Weir 
Glasgow and West of England College of Domestic Science. 
London : Longmans, Green and Co, 1930, Pp. 111. 3s. 6d, 
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BIRTH CONTROL CLINICS. 
A MEETING of medical officers engaged in teaching 


| contraceptive methods recently brought to light some 


important observations. The meeting took place on 
Oct. 10th, at the British Medical Association House, 
and was attended by medical officers of the birth 
control clinics that are affiliated to the Society for 
the Provision of Birth Control Clinics. There was also 
present a representative of the Mothers’ Clinic, 
founded by Mrs. Marie Stopes, D.Sc. Answers were 
brought to a questionaire that had previously been 
circulated, relating to failures of contraceptive 
methods, pathological conditions, and haemorrhage 
noted in patients who had used contraceptive methods 
for six months or longer, the pros and cons of douching, 
the kinds and average sizes of occlusive pessaries 
used, and the complaints made by husbands regarding 
the appliances used by women. The questionaires 
were answered with varying degrees of thoroughness 
by the different centres. Thirteen clinics were 
represented, but of these only nine produced figures 
that justified comparison. By these nine clinics 
(Aberdeen, Birmingham, Cambridge. East London, 
Newcastle, North Kensington, Manchester, Oxford, 
and Walworth) 6322 patients had been followed up, 
and their experiences are summarised in the following 
figures. There had been 685 failures among this total, 
but of these only 95 were unaccountable—i.e., 
occurred in cases where the prescribed technique had 
been conscientiously carried out. The remaining 590 
failures were attributable to known causes, such as 
incomplete following out of instructions, lapses from 
continuous use of the method, deterioration or faulty 
appliance, or other causes. In addition to this series 
of 685, there was another group of 267 women who 
found the method taught them impracticable for 
various reasons. Such were esthetic dislike, dis- 
comfort caused either to husband or wife, or other 
causes. Among the difficulties of the technique which 
is prescribed in the majority of cases (a combination 
of Dutch pessary, lactic acid ointment, and douche), 
first place must probably be assigned to douching, 
which presents difficulties in many homes in which 
there is little privacy and inadequate facilities for 
obtaining warm water at short notice. For these 
reasons the medical officers of the North Kensington 
Clinic no longer advise the douche, and have substi- 
tuted in its place the use of a quinine and urea hydro- 
chloride pellet as manufactured by Messrs. Parke, 
Davis and Co., for producing corneal anwsthesia. This 
is placed in the vagina above (i.e., on the cervical side 
of) the occlusive pessary. It is too soon, however, to 
say how this technique compared with that in which 
the use of a douche forms a part. 

A notable fact that arose from this investigation 
was the complete absence of harmful sequele that 
attended the proper carrying out of the instructions. 
Among the 6322 women here reported the only case 
in which a pathological condition observed was that 
of a woman who attended the Rotherham Clinic ; 
but this woman had been wearing her pessary con- 
tinuously day and night regardless of whether there 
was any need for it. 

There were only 50 complaints by husbands in 
this series. They related mainly to the fact that the 
anterior rim of the pessary was felt and that the 
lactic acid irritated the penis. It is hoped that this 
will be the first of an annual series of such doctors’ 
conferences at which the year’s results will be 
impartially summarised and presented. 


THERMEGA ELECTRIC 


IN the notes on the London 
published on Nov. Sth last we said 
are made to suit any voltage from 50 to 250 with 
adjustment.” The Company inform us that their 
appliances are suitable for any voltage from 100-250 
without adjustment and that © blankets or pads for 
50 volts have to be made specially.” 


BLANKETS. 
Medical Exhibition 
“the blankets 
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DEATH-BEARING FISH. 

THE perils of bathing are not confined to shark- 
infested waters, and Mr. David Grieg’s brief paper 
on thanatophoric fish ! gives further support to those 
who distrust the sea and all its works. The larger 
weever, the smaller weever, and, according to some, 
the sand-weever, are to be found, he tells us, in 
British waters, and like the flounder prefer to bury 
themselves in the wet sands of the shallows. It 
appears, however, that injuries are rarely received 
through the bare skin of the foot, but usually fall 
to the lot of those who handle these fishes in unwary 
curiosity. The armature of the weever consists of 
tive or six grooved spines upon the anterior dorsal 
fin, enclosed in connective tissue and sharply pointed. 
Glands are present in the grooves which secrete a 
transparent, acid fluid containing an alkaloid which 
has a selective action on nervous tissue. When the 
spine is driven into the flesh the integument vields 
to pressure and is thrust back towards the base, 
while the poison flows down the groove into the wound. 
Distressing symptoms supervene within a few minutes, 
beginning with acute pain and itching at the site 
of inoculation; as the pain spreads up the limb it 
becomes unbearably intense, there is respiratory 
embarrassment and sweating, noises in the ears, 
impairment of hearing, flashes of light before the 
intermittent pulse, and _ finally, delirium, 
which may end in convulsions and death. Even 
if recovery takes place after many hours of pain, 
improvement is slow and malaise may persist for 
months. Mr. Grieg thinks a case recorded last year 
by Schulman and Ravier in Progrés Médical was 
doubtful as an example of poisoning by thanato- 
phoric fish. The symptoms described by these 
observers included retention of urine and _ paresis 
of the legs, which progressed into an ascending 
paralysis and led to death from asphyxia. In spite 
of his vivid description of the symptoms usually 
observed, Mr. Grieg offers no suggestions for the 


eves, 


first-aid or subsequent treatment of the patient, 
whom he abandons in convulsions on the beach. 
Various empirical remedies, including potassium 


permanganate, were detailed in a paper on Fisher- 
men’s Diseases by Dr. H. Muir Evans, of Lowestoft, 
reported in THE LANCET, 1921, i., 517. 


THE UNITED FRUIT COMPANY’S MEDICAL 
SERVICE. 

THE United Fruit Company maintains hospitals, 
hospital dispensaries, and field dispensaries in Cuba. 
Colombia, Costa Rica, Honduras, Guatemala, and 
Jamaica. An idea of the magnitude of their medical 
services can be gathered from the fact that during 
the year some 27,000 patients were admitted to 
their hospitals, and 360,000 treatments were given at 
their dispensaries. The eighteenth annual report 
of the Company’s medical department contains many 
original articles, as well as statistical information 
dealing with the general work of the institutions 
concerned. Especially interesting are the papers 
describing methods for the treatment and prevention 
of malaria. The use of plasmochin as well as quinine 
during or immediately after the acute attack is 
strongly advocated. Evidence is brought forward to 
show that small doses of plasmochin render subtertian 
gametocytes, which may be resistant to quinine, 
non-infectious for mosquitoes. Not only is there less 
likelihood of relapse when plasmochin is given as well 
as quinine, but there is less chance of spread of infec- 
tion among the mosquitoes of the districts to which 
the patients repair on leaving hospital. of 
food-deficiency diseases are reported, particularly 
beri-beri and night-blindness: the latter occurred 
among railway labourers, and was cured in from 
seven to ten days by a generous diet, including milk 
and cod-liver oil. The excellence of the report of this 
department obviously reflects the efficiency of the 
medical service rendered to the populations of the 
districts in which the company’s interests lie. 


Cases 


1 Edin. Med. Jour., November, 1930, p. 638. 
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WHEAT, FLOUR, AND BREAD. 

THE late Prof, Harry Snyder was, for the first half 
of his career, in charge of the departments of agricul- 
tural chemistry and soils in the University of 
Minnesota. He afterwards joined the staff of a milling 
company and devoted his time to investigating 
agricultural, nutritional, and wsthetic problems con- 
nected with the production and consumption of 
bread. A selection of the numerous papers which 
he published in his lifetime is now collected in book 
form.! The subjects dealt with range from the 
selection of suitable wheats for cultivation to the 
nutritive values of various types of flour. From a 
medical point of view his discussion of the relative 
nutritive values of white and wholemeal flour is of 
particular interest. The production of white rather 
than of wholemeal flour is urged most strongly, 
largely on the grounds of economy, in that the waste 
of nutrient material following the ingestion of bran 
and offal by the human being can be avoided by 
feeding these by-products to farm animals. Technical 
problems dealing with modern methods of milling 
and grading flour are presented lucidly in a style 
which should appeal to the reader with no previous 
knowledge of the subject. 


MORTALITY FROM GALL-STONES. 

THE Metropolitan Life Insurance Company of 
New York has analysed the deaths per 100,000 of its 
policy-holders from gall-stones over a period of 
20 years, with some interesting results. First of all 
it may be noted that there has been no recent improve- 
ment inthe mortality from this condition, which agrees 
with the general results obtained from the United 
States Registration Area. The death-rate in the 
rural regions is about one-half that of the cities, 
namely 2-5 against 4 to 5—a difference which may be 
due to increased facilities for accurate diagnosis in 
the case of the cities. The variation as between the 
sexes comes out very strongly in these figures. It 
has, of course, always been recognised that gall-stones 
are more frequent among females than males, but in 
this analvsis at various ages the female death-rate is 
shown to be nearly six times the male (2+3 against 0-4) 
in the group of 25 to 34 vears. and four times (5-9 
against 1-4) in the group 35 to 44 years. The actual 
relative incidence of gall-stones in the two sexes is 
usually considered to be about 3 to 1; what these 
American figures go to prove is that gall-stones 
are the primary cause of death more often in the 
female. The figures, unfortunately, do not enable us 
to decide whether gall-stone incidence is dispropor- 
tionately high. as has been believed, among women 
who have borne children. Until the results of the 
1930 census are made known, it is not possible to 
determine what in the United States is the proportion 
of mothers in the female population. 


THE METABOLISM OF ACIDS AND BASESi 

In the Leyden lecture for 1930? Prof. A. Magnus- 
Levy deals with disturbances of the metabolism of 
acids and bases. He does not consider the acid-base 
balance nor hydrogen-ion concentration, ideas which 
he holds to be obscure and confusing. As far as it 
goes the treatment of the subject is thorough, but 
owing to the author’s self-imposed limits most 
practical points have to be left unexplained. It 
would have been more satisfactory if Prof. Magnus- 
Levy had expanded his lecture before publishing it in 
book form. 


? Bread. <A Collection of Popular Papers on Wheat, Flour, 
and Bread. By Harry Snyder. New York: The Macmillan 
Company. 1930. Pp. 293. 10s, 6d. 


? Von Basen und Sauren Beim Kranken Menschen, Leyden 
Lecture, 1930. By A. Magnus-Levy. Leipzig: Georg Thieme; 
1930, Pp. 28. M.2. 


GRENFELL Miss1onN HospitaL.—It is reported that 
Sir Wilfred Grenfell’s Battle Harbour Hospital on the coast 
of Labrador has been completely destroyed by fire. Sir 
Wilfred was lecturing in Ireland at the time. 





